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EXECUTI VE SUMVARY

[ ntroduction

This report was prepared in response to Section 709 of the Indian
Health Care Anmendments of 1988 (Public Law (P.L.) 100-713).. The
Section mandated a report to document the nunber, |ocation

tribal membership, health status, and access to health care of
the followng two classes of California Indians made eligible for
| HS services by Section 709(b) of the Indian Health Care

| nprovenent Act:

-ang descendant of an Indian who was residing in California
on June 1, 1852, but only if such descendant--

(A) is living in California,

(B) is a nenber of the Indian comunity served by a
| ocal program of the Service, .and

(C) is regarded as an Indian by the comunity in which
such descendant |ives:

-any Indian who holds trust interests in public domain,
Eg}ygnaL forest, or Indian reservation allotnments in
I fornia.

These two classes of eligible Indians will be referred to as
"non-federally recognized California Indians" in this Report.

The investigation resulting in this report was a collaborative
effort that involved the Tndian Health Service (IHS); the .
California Tribal Health Programs and the California Rural Indian
Health Board; the Bureau of Indian Affairs; the State of .
California Department of Health Services: the State of California
Office of Statewde Health Planning and Devel opment: the
Institute for Health Policy Studies, School of Medicine, .
University of California, San Francisco; and the School of Public
Heal th, University of California, Berkeley.

The major purpose of the investigation was to assess the health
status and health care needs of non-federally recognized
California Indians. The nost salient finding in the report
addresses this issue. Based on a variety of inportant neasures,
It appears the health status of non-federally recognized
California Indians is no better, and by sone” neasures nore
conpronised, than that of federally recognized California
‘Indians. Access to California Tribal Health Programs and Cinics
Is essential for non-federally recognized California Indians,
many of whom have limted access to alternate sources of health
care.



The Executive Summary will describe briefly the way the

I nvestigation was done and give highlights of the results.
Readers are encouraged to read and use the full report where
these highlights and many nmore findings are presented in detail

How WAs the Investigation Done?

In consultation with a Tribal Advisory Commttee and the .
California Department of Health Services, the IHS devel oped a
two-part strategy for the investigation. Existing sources of
secondary data in California were used to assess the health
status and health care needs of California Indians, and to
‘estimate the nunber of Indians living in California.. PBecause

t hese datasets do not distinguish federally recognized ?r0n1non-
federally recognized California Indians, inferential neasures
were used to assess the health status and health needs of these
two groups. This part of the investigation was acconplished
throu?h a contract with the Institute for Health Policy Studies,
School of Medicine, University of California, San Francisco.

In addition, the California Tribal Health Prograns provided
information about individual California Indians' access to health
care services. Information was obtained to determne current
sources of health care, resources for payment of health care,.and
"the availability and accessibility of alternatives outside of
care supported by IHS. The Indians contacted consisted of a
random sanple of California Indians who were coded as non-
federal ly recognized in the IHS patient registration files. This
part of ‘the investigation was acconplished with the invaluable
assistance of the California Department of Health Services.

Key Fi ndi ngs

Many inportant pieces of information about the health status,
health care needs, and access to care of California Indians are
presented in the 91 tables and 48 charts in this report. This
Information is conpiled in this way for the first time and is
designed for use especially b{ethe IHS, California Tribal Health
Programs, and the California Department of Health Services. Fjve
of the nost notable findings are discussed here.

1. By nmnYnEasures, the health status of California Indians is
very simlar to that of American Indians and A aska Natives in
the 32 other reservation states.

0 Anerican Indians and A aska Natives in the United States P
(U.S.) are much nore likely to- die prematurely than persons
in the general US. population (Table 24). |n a _ _
disturbingly simlar way, deaths occur to California Indians =
at much younger ages conpared with the total California
popul ation (Table 24 and-Charts 34-37). For exanple, in
1986-88 Indian deaths were nore than tw ce as likely as
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deaths Statew de to occur before the age of 45 years (28%
vS. 13%), or before the a?e of 25 years (11%vs. 59%.
During this time period, [ndian men were particularly likely
to dlf before the age of 45 years (33% vs. 18% for all
races).

The 10 |eading causes of death for Anerican Indians in
California in 1986-88 were the sane as the causes for
American Indians in the U.S. Wthin California, a greater
proportion of Indian deaths compared with total deaths was
caused by accidents, chronic liver disease and cirrhosis,
hom cide, and suicide. (Tables 27-29)

The proportion of deaths because of injury is much hi%her
for Anerican Indians and Al aska Natives in the US (16%
and for California Indians g139@ than for the total

popul ation in California (5% (Tables 27-29%. For
California Indian boys and men, injury deaths are
particularly promnent (16% of all male deaths). Motor
vehicle deaths alone accounted for 9% of all deaths to
California Indian males in 1986-88.

In 1988, only 12% of the California Indian and U S. Anerican

Indian and Al aska Native hospital discharges were to persons
aged 65 and over, conpared to 27% of all lifornia hospita
discharges (Table 49).

2. The maternal and child health risk profile for California

I ndians presents a troubling picture that demands public health
action.

0

Several very inportant risk factors for adverse outcomes for
nmot hers and babies are disproportionately high for
California Indian women (Tables 7 aqd 1%,?nd Charts 5 and
17). For example, in 1986-88 17% of California Indian [ive
births were to women.under the age of 20; and 8% of
California Indian live births had late (third trinester) or
no prenatal care. These risk factors are-especially
promnent in counties with primarily non-federally

recogni zed Indians.

Al though nothers of Indian children conmpared to all mothers
in California were less likely to be uninsured (6% vs. 13%),
they were much more likely to rely on Medi-Cal (46% vs. 28%

and nuch less likely to have private insurance coveragqe.(40%
vs. 53% (Table 18 gnd Chart fS). Geograpﬁlc aval abqef&y

of Medi-Cal providers and delays in Medi-Cal eligibility
de}e{nination must be exam ned for Indian wonen in.
California.



) Wile the infant nortality rate for California Indian births
in 1984-86 (10.3 deaths per 1,000 live births) was only
slightly higher than the Statew de rate.(9.3), the
postneonatal death rate for California Indians was
alarmngly high (5.1 for Indians vs. 3.4 '"for the total
popul ation) (Table 21 and Chart 30). Aggressive efforts are
needed to prevent injuries, treat nedical conditions, and
SUFport mothers and iInfants throughout the first year of
life and beyond.

3. Tobacco and al cohol use are having a devastating inpact on the
health of California Indians.

0 In 1986-88, 42% of deaths anong California Indian wonen and
37% of deaths anong California Indian men were attributable
to snoking gTabIe 25). These proportions contrast sharply
with those for wonen and men in the total California
popul ation (12% and 18%, respectively).

0 During the same time period, 34% of deaths to California
| ndi an wonen and 42% of deaths to California Indian nen were
al cohol -related (Table 26). The contrast with deaths for
all races in California is stark; the conparable proportions
for the total population were 4% for wonen and 8% for nen..

4. For non-federally recognized California Indians, there are .
substantial limtations on access to health care services outside
the California Tribal Health Prograns.

o Non-federal |y repognized California Indians are poorly
insured. One-third of those Indians sanpled by the Triba
Health Prograns in 1991 reported no health insurance
coverage at all, and onlg 24% reported coverage by private
health insurance (Table 88).

0 O those non-federally recognized California Indians who had
a usual source of care, 60% identified a Tribal Health
Program (Table 89). Alternate sources of- care reported by

respondents were primarily public prograns such as emergency
roons and county health clinics, i1e 7% of respondents
salﬁdthey did not know what alternate source of care they
coul d use.

o When choosing health care, non-federally recognized
California Indians place very high value on cultura
sensitivity. Among the nost” inportant features these
I ndians seek in health care staff are treatnent with respect
and kindness, and understanding of American Indian ways
(Table 91).



In California counties where Indians are primarily non-
federally recognized, three of the l|eading causes of
hospitalization for Indians in 1988 were not anong the
| eadi ng causes for the total population in those counties,
nor for Indians Statew de gTabIe 66). These causes were
disorders relating to short gestation and birthweight,
cellulitis(abscess, and acute bronchitis. Hospitalizations
resulting from these causes probably relate to problens with
renatal care access, substance abuse and/or diabetes, and
ack of preventive outpatient care, resPect|ver. Access to
a W de range of health care services will be needed to begin
to conbat these problens.

5. The health status of non-federally recognizea California
Indians is no better (amd is in some ways nore conprom sed) than
that of federally recognized California Indians.

0 Ianrtant risk factors for adverse outcomes for nothers and
babies are even nore promnent for Indian wonen in
California counties where Indians are primarily non-
federally recognized or in counties wthout access to IHS
contract "clinics. For exanple, in 1986-88 21% of |ndian
births in non-federally recognlzed counties were to wonmen
under age 20, conpared to 17% of Indian births throughout
the State (Table 7 and Chart 5). An extremely high
percentage (14% of Indian births in the counties without.

access to an | contract clinic had del ayed prenatal care,
%gypared with 8% of Indian births Statew de (Tables 13 and

) The_%puthfulness_of hospitalized Indians is especially
striking for residents in California counties where Indians
are primarily non-federally recognized (Table 50). F o r
exanple, among Indian residents in these counties, 41% of
hospital discharges in 1988 were under age 15, 57% were
under age 25, and only 10% were age 65 and over. Over half
(51% of hospitalizations for Indian nmales in those counties
were for boys under age 15.

) In 1986-88, deaths to Indians in California counties where
Indians are prinarily non-federally recognized were nore
likely to be because of heart disease and injuries than were
deaths to Indians Statewide. In the former counties, nearly
one-quarter (23% of deaths to Indian boys and nen were
caused by injury.

) One-third of non-federally recognized California Indians
reported at |east one unnet health care need during 1990
(Table 90). The nost frequently mentioned need was denta
care (22%), followed by need for supplies (19%), such as
di abetic supplies, and prescription nedications (18%.



Concl usi ons.

Evi dence presented in this report suggests strongly that there
are many unnet health care needs for both non-federally

recogni zed and federally recognized California Indians. Health
risks for Indian nothers and Dbabies, disease and death caused by
tobacco and al cohol use, and the disproportionate occurrence of
preventabl e health problens all deserve aggressive public health
action. At the current tine, the health status of non-federally
recogni zed California Indians appears to be no better than that
of federally recognized California Indians. Since California
Tribal Health Prograns are the primary source of health care for
non-federal |y recognized California Indians and many of these

I ndians have very lTimted access to other sources of care,
continued access to the Tribal Progranms is essential to

mai ntaining even the current level of health status for this
group.

This_stud¥ docunents the need for further research to inprove the
quality of data on California's American Indian population, to
assess their health status more accurately, and to evaluate the
effectiveness and appropriateness of specific interventions and
nodes of health care service delivery. Additional research on
the availability, accessibility, and acceptability of alternative.
resources is also needed to assess the potential inpact of |HS
eligibility changes. Barriers to access nust be evaluated in the
context of current fiscal conditions and policy trends.

The current fiscal situation inplies decreased availability of
alternate resources for people who depend ON Services supported
by the IHS. Various Proposals are currently being fielded to
create universal health coverage in California, but the timng
and nature of future programs are uncertain. The inmediate need
to maintain coverage for non-federally recognized California
Indians is urgent, but financial coverage alone wll not ensure
appropriate and acceptable care for the Indian population.

Recent expansion of clinical services in California's tribally-
operated programs has led to a higher level of utilization,
indicating both unmet need and a desire to obtain services in an
I ndi an-specific environnment.



| NTRODUCTI ON

Pur pose of Report

The purpose of this report is to provide the United States (U S.)
CbggreSS_MAth information on the nunber, location, tribal
menbership, health status, health care needs, and availability
and accessibility of alternate resources for the follow ng two
classes of California, Indians nade eligibile for IHS services by
Section 709 of the Indian Health Care Inprovement Act:

-ang descendant of an Indian who was residing in California
on June 1, 1852, but only if such descendant--.

(A) is living in California,

(B) is a nmenber of the Indian community served by a
| ocal program of the Service, and

(C) is regarded as an Indian by the comunity in which
such descendant |ives;

-any Indian who holds trust interests in public domain,
national forest, or Indian reservation allotments-in
California.

These two classes of eligible Indians will be referred to as
"non-federally recognized California Indians" in this Report.

The Indian Health Care Amendnents of 1988, Public Law (P.L.) 100-
713, codified the existing practice of providing the |ndian
Health Service (IHS) services to nqn-federallylrecogn|zed
California Indians who mght otherw se be ineligible for such
services. The sane |egislation mandated a report documenting the
nunber, location, tribal nenbership, health status, and health
care needs of such persons and assessing the alternate health
care resources that would be available to themif the extended
coverage were discontinued. This report was prepared to fulfill
that mandate under the guidance of California Area IHS staff and
a California Tribal Advisory Commttee.

Backaround

The U S. Supreme Court has interpreted the basis of governnenta
programs serving American Indians to be historical treatr

rel ationships between the Federal Government and particular
Indian tribes, rather than a categorical entitlenent to

i ndi vidual s based on race. Thus, eligibility for services
provided by the IHS has traditionally Dbeen targeted, though not
entirely restricted, to menbers of federally recognized tribes.
Federal "recognition is the standard criterion for receipt of nost
government benefits, but other criteria for health benefits have

7



been established out of equity considerations because of the
arbitrary and changing nature of Federal recognition. In
California, the status of tribes has undergone drastic changes
over time because of Federal Indian policy.  Enrollment patterns
within tribes also vary significantly because of differences in
tribal menbership requirenments.

The |'HS does not provide direct services in California. Health N
services in California are provided by trlbally-pperated heal th
prograns funded by IHS. The only IHS hospital "wthin

Calrfornia's boundaries is admnistered by the Phoenix Area to -
serve the Quechan Tribe along the Colorado River. The 38

counties which nmake up the-California Service Area have been
designated as a contract health service delivery area (CHSDA).

Wthin that CHSDA, 22 tribally-admnistered programs facilitated

by the Indian Self Determnation Act (P.L. 93-638) provide health

care services. These progranms are referred to in this report as

| HS contract clinics.

Eligibility requirements for contract care have traditionally
been nore strlnPent than those for direct services. |HS

regul ations published in Septenber 1987, expanded eligibility in
some cases and would have nade requirenments nore uniform for
direct and contract care. This would have drastically changed
‘eligibility practice in California. However, the stipulation was
added that recipients of both direct and contract services nust
be nenbers of federally recognized tribes. Subsequently, P.L.
100-713 (Section 709) nade the follow ng provisions specific to
California Indians:

_"(b) Until such tinme as any subsequent |aw may otherw se
rovide, the fO||OMADg California Indians shall be'eligible for
ealth services provided by the Service: _ _

"(1) Any menber of a federally recognized Indian tribe
"(2) Any descendant of an Indian who was residing in
California on June 1, 1852, but only if such descendant--

"(A) is living in California, _

w ) IS a nmenber of the Indian comunity served

by a local program of the Service, and _

v(c) is regarded as an Indian by the coommunity in

whi ch such descendant Iives. _ _ _
"¢3) Any Indian who holds trust interests in public domain,
national forest, or Indian reservation allotnents in

California."
The focus of this report was on those persons described in ﬁb)(Z)
and (b)(3), i.e., those California -Indians currently eligible for

| HS services although they are not menbers of federally

recogni zed tribes. An inpact analysis of el|g|b|llty changes
conducted by IHS in 1989, estimated that 6,959 current California
| HS registrants were not federally recognized but 90 percent of
those would retain eligibility under P.L. 100-713.“ The 'study
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assuned that one-third of all those who'were not enrolled in
federal ly recognized tribes were actually eligible and would

- becone enrolled within a designated 6 nonth transition period if
they were threatened with losing eligibility. Limtations of the
data from the IHS patient registration system did not permt
further testing of these estimates and assunptions or conparisons
of health status or utilization based on eligibility criteria.

Little is known about the health effects of tribal status or
eligibility for the IHS. In 1969, the Final Report of the State
Advisory Commi ssion on Indian Affairs reported to California's
overnor and legislature that "since 1955, when the federa

ndian 'health programwas termnated in the state, the health of
California Indians has deteriorated in comnicable diseases, as
well as in chronic diseases.” A recent study suggests potentia
consequences resultlng from the dual |oss of Federal recognition
and heal th services." 1In 1954, the Klamath Tribe in Oregon |ost
their federally recognized status and associated health,
education, and welfare benefits. Over 30 years later, in 1985,
approxi mately 200 tribal nenbers aged 40 years and over were
surveyed about their health status, health care needs, and health
care utilization. The Klamath findings were conpared with a
national sanple of Indian elders and a sanple of non-Indian
el ders. This generation of termnated Klamaths suffered from
" high unenpl oynment and social isolation. They were more likely to
| ack heal th insurance coverage and to have unmet needs for health
care than the conparison groups. Even though they were a younger
group than the national Indian sample, their health problenms were
simlar: and their health status conpared poorly wth non-Indians
aged 65 and over.



METHODS
scone

Data sources on California Indians have generally been considered
I nadequate for analysis by IHS, and nmany previous reports on

I ndian health have excluded California for that reason. \While
allowing for limtations and problens with data quality, this
report sought to utilize fully the existing sources of secondary
data in the State of California. Because so little is known
about the health status and health care utilization of California
Indians, the goal of the report was to provide descriptive
information about all Indians living in California as well as
Indians of California (i.e., "all Indians who were residing in
the State of California on June 1, 1852, and their descendants
now living in said State"). \Wenever possible, the report
includes all persons identified as American Indian or A aska
Native (Eskimo or Aleut), though the text general%y refers to the
tot al grouE as "Indians" or "American Indians." or the sake of
clarity, the racial/ethnic terns nost consistently found in the
data sources are used with the understanding that other terns are
sonetimes preferred by the persons to whom they refer and nay be
nore accurate (e.g., Native American rather than Indian,
Latina/Latino rather than Hi spanic, and African-American or Afro-
American rather than Bl ack).

Wiile addressing the concerns of P.L. 100-713, the report
suggests further steps are needed to nonitor the health status

and health care needs of Anerican Indians in California. The
need for ongoing surveillance exists in other geographlc areas as

well, and the proposed methods could be applied to other regions
of the U S. The report assesses issues of data quality and
roblens in racial/ethnic classification of data on Anerican

Indians. It summarizes available health status measures and
indicators of health care utilization and effectiveness of
services. It attenpts to denonstrate the utility of such

information and the inplications for policy and program planning,
and to su?gest how these findings bear on the need for collection
of new infornation

S8econdary Data Sources

Wth the active cooperation of nmany agencies within the State of
California Department of Health Services and other State prograns,
key health status neasures were obtained from two sources of
secondary data: vital statistics and hospital discharge records.
California State birth certificates, linked birth and infant death
records, death certificates, and hospitalization records were nade
available. An enphasis mas.PIaped on maternal and child health
measures because of the availability of population-based data and
the inportance of perinatal outcomes in predicting the future
health of a population

10
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Use of birth and death records allowed conparisons of health
status measures of California Indians with the total State
ppPuIat|Qn, with other racial/ethnic groups in California, and
with Indians and others throughout the U.S. Since there are no
in-patient facilities in the 1HS California Area, the Statew de
hospital discharge database provided the only neans of conparison
with IHS hospitalizations el sewhere. Additional sources o
secondary data included records maintained at IHS contract
clinics, case reports on infectious diseases, client and
financial information from Medi-Cal (California's Medicaid

rogram} , and program data from selected State and Federal health

and wel fare prograns.

County Groupings

Because county-specific data were available in the major data
sour ces, geo%raplt; comparisions were made for relevant county
ggoup|ng$. he Tribal Advisory Commttee to Study the I|npact of
lifornia Indian Eligibility {P,L. 100-713) devised a system
which classified counties according to (1) inclusion in
Service Area (Indian vs. non-Indian countles%, (2) whether' or not
Indian residents were primarily menbers of federally recognized
tribes, (3) whether counties were indisputably rural or
ndi sputably urban, and (4) whether at |east 80%, 50%-80%, Of
none of the American Indian residents had access to an IHS
contract clinic within 30 mnutes driving distance. All of the
groupings in categories (2), (3), and (4) are subsets of Indian
counties except for the indisputably urban group, which contains
both non-Indian and Indian counties. One Indian county on the.
California border, A pine County, was not classified according to
accessibility of IHS contract clinics because an unknown
proportion of its Indian residents are served by a clinic
operated by the Phoenix Area of the IHS. (See Appendix 1 for the
names and affiliations of menbers of the Tribal Advisory .
Commttee and Appendix 2 for listings of California counties in
each of the above groupings.)

The definition of federally recognized vs. non-federally

recogni zed counties was esFeCJaIIy |RBortant in estimting the

i npact of eligibility regulations. t all Indian residents of
the counties classified as non-federally recognized are nenbers
of unrecognized tribes, but use of the ‘county grouping provides
an approximation of the state's non-federally recognized
population. As of Decenber 1990, the status of 25 California
Indian tribes petitioning for Federal recognition remained
unresol ved (See Appendix 3). A low estimate of the tota
enrol I nent of those tribes was 7,771. One tribe, the Death

Val | ey Tinbi-Sha Shoshone Band, recently succeeded in becom ng
recogni zed. The California Tribal Status Act'(H.R. 2144), re-
introduced in the U S. Congress by George Mller (D Martinez) in
April 1991, is a recent legislative effort to restore the status
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of unrecognized tribes in California and to guarantee heal th,
education, legal, and other benefits to their menbers.

G her Data Collection

Finally, a collaborative effort of the IHS, the State of
California Indian Health Program the California Rural Indjan
Health Board, and the California Tribal Health Prograns allowed
for additional data collection and analysis. |nformation on a
sel ect ed sarrFIe of non-federally recognized Indians was collected
by the Tribal Health Prograns to determne current sources of
health care, resources for paynent of health care, and the

avai lability and accessibility of alternatives other than care
supported by the IHS. Wiile prelimnary in nature, this effort
was the first attenpt to collect informtion specifically on non-
federally recognized California Indians in order to devel op
estimates of access to care and the preval ence of health needs
anong this segment of the IHS-eligible population in California.

CHARACTERI STICS orF THE CALI FORNIA | NDI AN PCPULATI ON

Population Size and Distribution

Based on the prelin‘ir]arg_ 1990 Census figures released for
California, Table 1 indicates an estimated California |Indian
popul ation increase of 20.3% statewde from 1980 to 1990 (from
201,360 to 242,164). The 1990 estimte represents 0.8% of the
total California population and 12.4% of the American Indian and
Al aska Native population of the entire US  Gowh was
concentrated in the Indian counties, | nPI yi n?—lsa pot ent i al | ¥ | ar ge
increase in the service pI9I§U| ation for the IHS. "The |ates
estimates calculated by | before the 1990 Census data becane
avail able projected a 30.5% increase in the California Area
servi ce population from 65,757 in 1980'to 85,818 in 1990.

According to Census figures, the increase appeared to be greater
for residents of primarily non-recognized counties (54.0%Vs.
35.9% increase for primarily federally recognized counties).
Residents of non-federally recognized counties represented 8.5%
(17’054E{e0f all California Indians in 1980 and 10.8% (26,264) in
1990. Relatively little gain was recorded in the Indian

popul ation of the indisputably urban counties E)7.4%), but a 36.8%
Increase was noted for Indians in the indisputably rural _
counties. A simlar rate of growh occurred in counties in which
| HS contract clinics are available within 30 mnutes for at |east
50% of the Indian population, but the increase in counties

wi thout accessible IHS contract clinics was nearly 50% (48.7%.
These popul ation figures suggest that nenbers of non-federally
reco%nl zed tribes conpose a substantial and increasing proportion
of the California Indian population, and that an increasing
nunber of Indian persons may not be served by existing IHS
contract clinics.
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Table 2 presents parallel population figures for American Indians
after excluding persons identified as Hspanic. The purpose of
this table is to illustrate the extent to which Indian and
Hi spanic identities overlap in California, and to enphasize the
i mportance of including all identifiable Indians when eval uating
the California Indian population. In the 1990 Census, 58,099
ngrsons in California 1dentified as both American |ndian/Al aska
tive and Hispanic. Excluding self-reported H spanics in 1990
woul d lead to an Indian popul ation count of 184,065, an overall
reduction of 24.0% -with H spanics excluded, the proportion of
the total state population represented by Indians drops from 0.8%
to 0.6% The greatest discrepancy in population figures, i.e.,
the highest percentage of American Indians identifyrng as
Hi spanic, appears to be in urban areas.

Limtations of Census Data

Increases in American Indian popul ation figures in the 1970 and
1980 Federal Census were thought by denographers to be much
8reat er than the possible level of natural i1ncrease (births m nus
eaths) .®% several explanations were offered, primarily an
enhanced desire of persons to self-identify.as Indian notivated
by social and political changes. Additionally, accuracy was
probably inproved by new procedures used on reservations and hy
universal self-identification. Unlike previous years, all' . .
persons counted in the 1980 Census were given the opportunity to
Identify their own race/ethnicity as they chose. self- .
identification is particularly i'nportant” for |ndian people; in.
one study of a nationally representative sanple, 70% of survey
respondents who identified themselves as Anerican Indians were
i:og.ed b}; interviewers as white or black and not identified as

ndi an.

A lawsuit nounted by the State of California.and several
California cities, among other plaintiffs, -challenged the 1990
Census figures cited above. As a result, the Census Bureau
conducted a post-enunmeration survey to assess the accuracg of the
original count. According to that survey, 5.2 mllion US,
residents and 1.1 mllion Californians were mssed by the Census.
In the U S as a whole, the undercount of American Indians was
thought to be 5.0% overall (5.6%for males with a 2.2% margin of
sampling error, and 4.4%for females with a 2.0% margin of
error). In spite of these findings in the post-enuneration
survey, the U'S. Departnment of Commerce announced on July 15,

1991, that no statistical adjustments would be made. Unl ess that

decision is reversed.by future legal actions, the figures stated
in this report will remain the official Census counts. Commerce
Secretary Robert Msbacher stated that.an adjustnent of the
-Census undercount woul d "abandon a 200-year tradition of how we
actual ly count people."" That tradition, however, has been
contlnuaIIY chal l enged as under-representing American Indians and
ot her people of color.
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Nurer ous aspects of Census nethodol ogy, in conbination with
certain characteristics of mmnority and |owincone ?roups, .
contribute to potential undercount and error. O all groups in
the U S. popul ation, American Indians have been counted with the
| east reliability.® Sone estimates of urban Indian undercounts
are as high as 60% Miltiple factors influence the |ocation and
self-identification of Indians in California, where the majority
of Indian people live in urban areas and not in large
concentrations on reservation lands. A recent study of issues
relatlnP to the undercount of Bay Area Indians noted that |ndian
househol'ds were characterized by nobility between urban and
rural /tribal areas, frequent nmoves wthin urban areas, fluidity
~in househol d conposition, and residence in non-standard
housing.®:3¢ A | of these characteristics increase the Iikelihood
of being missed in the Census, either via mailed questionnaires
or household visits. Uhban Indian famlies tend to |ive .
di spersed among other groups, rather than clustered together in
honbgeneous nei ghborhoods.  Thus the Census' assunption that an
uncounted household will be simlar in race/ethnicity to the
Prgylously counted househol d does not hold true for "urban

ndi ans.

Mstrust resulting from the historical relationship of Indian
people to the Federal Government erects a. barrier to
participation in the Census process. Additional factors
contributing to the undercount of California Indians are the
preval ence of foster care and boarding school placenents;
Institutionalization in medical, rehabilitative, and crimna
justice facilities; honelessness; households and individuals of
mxed ancestry: literacy deficits: and limted English |anguage
skills, especially anmong elders. CQultural insensitivity and

m sunderstanding of Indian norns of privacy lead to inappropriate
design and msinterpretation of Census questionnaires: Confusion
I's compounded for persons of mxed ancestry,, and sonme persons
responding to a request for information from the Federal _
Covernment mght logically assune that Federal recognition is
inplied by the Census category of "American Indian." Nuperous
sources of confusion mght lead to over-representation of Indians
in the "G her-not specified" racial category, which was chosen by
9.8 mllion respondents in the 1990 Census.

Funds were not allocated for a 1991 supplenentary Census survey
of American Indians, yet many questions remain concernln? t he
quality of Census data on Indians. |Inportant areas for future
research include social, denographic, and economc factors

i nfluencing the enuneration of American Indians; biases in
‘traditional Census nethodology that may influence the accuracy of
I ndian data; and nethods of ‘involving Indian |eaders in inproving
the Census count. In the future, consultation from Indian
community |eaders and academc experts should result in
cultural [y-specific nodifications in the process of gathering,
anal yzing, and interpreting Census data. Meanwhile, adjusted
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county-level data for Anerican Indians based on the 1991 post-
enuneration survey should be made available for research and

pl anni ng purposes.

The Tribal Advisory Committee for this study advised caution in
the use of Census data for the California Indian population.  Not
only is the quality of Census data questionable for the reasons
di scussed above, but inconsistencies in nethodol ogies between the
Census and other governnent data sources present additiona
problems. Mst research relies upon Census figures for

denom nator data in calculating neasures such as rates of
nortality or hospitalization. However, these indicators may be

seriously” msleading because of inaccuracies and inconsistencies

in the data. Qur evaluation of data quality issues led to a
decision not to calculate popul ation-based rates in this study.
The exception is infant nortality rates, with denom nators based
on numbers of live births recorded in vital statistics rather
than Census records. For other outcones, we applied different
techni ques and made reconmendations for inproving the collection
and classification of data. Census data are reported as the best
avail abl e estinmates of population trends and indicators of socia
and econom ¢ characteristics of Indian people relative to the
general popul ati on.

Soci al and Econonm ¢ Characteristics

In general, the socioeconomc status of California |ndians
appears to be higher than that of Indians in the U.S. as a whole,
but | ower than that of the total population in California.
Conditions in California seemto be nore favorable both for

I ndians and for persons of all races conpared to the U S.
overall, and the discrepancy between Indians and others is
generally smaller in California. Nonetheless, the social and
econom ¢ profile of California Indians raises concerns about
health risks linked to poverty and demographic considerations.
Eligibility for IHS benefits is not linked to income or other
means testing, but socioecononic characteristics are inportant
indicators of need and should be taken into consideration in many
aspects of health planning.

Information from the 1980 Census verifies that the American

I ndian popul ation differs substantially from U S. residents
overall. The Indian population is younger. Famlies are |arger,
more |ikely to include children, and rmore likely to be nmaintalned
by a femal e househol der. Educational attainment is considerably
| ower, and Indians are less likely to participate in the |abor

force. Those who do are less likely to be in professional and

managerial occupations. Median income is |ower, and Indian
fam ies have higher rates of poverty.
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Table 3 and Chart 1 present 1980 Census data on age, famly size,
income, education, and enploynent for California Indians and

. persons of all races in California. The nedian age of California
I ndians was 25.8, conpared to 30.0 for all races in California
and the U .S and 22.6 for Indians in the 33 Reservation states.
Indian famlies were larger than the average 'famly in

California, with mean famly size of 3.5 for Indians conpared to
3.2 for all races. This famly size was actually somewhat

smal |l er than that of the average famly in the US (3.8 _
persons), and considerably smaller than the average Indian famly
size nationwi de (4.6 persons).

The median income of Indian famlies in California in 1979, uas
$16,548, with a nmean famly incone of $19,621 and per capita

i ncome of $6,030. These incone f|Pures wer e con5|stentI¥ | ower
than for the total California population, though higher than for
Indians in all the Reservation states. About two-thirds (65.7%
of California Indians aged 25 and over conpleted four years of
hi gh school, approximtely the same percentage as the US
average. However, onl . 8% conpl eted four or nore years of

col lege, conpared to 19.6% of the total California population
Labor force participation of California Indians;, both men and
women, was on a par with that of all races in California; and
conpared favorably with the participation of Indians and others
in the U.S. However, rates of unenploynent were much higher for
Indians than for Californians of all races (11.8% vs. 6.5%. .
Unenpl oyment was particularly high for Indian nen, at 12.6%

These econom ¢ and educational di sadvant ages, cougled wth |arger
famly size, would be expected to result in health risks for
California's Indian pOBu ation. Mre detailed conparative
statistics fromthe 1980 Census are currently available on
I ndians' social and econonmic conditions, classified within the
State by counties, census tracts, urban areas, |ndian
reservations, and other geographic divisions. |t mqf beyond the
scope of this study to analyze such data in greater detall.
However, the conparable 1990 data can be used in the future to
conpare Indians living in primarily federally recognized counties
and primarily non-federally recognized counties on neasures
relating to education, enployment, occupation, housing, incone,
Engl i sh | anguage proficiency, family size and conposition, |
nativity, citizenship, immgration, poverty status, and receipt
of Social Security and publrc assistance. ~ The social and
econom ¢ conditions specific to non-federally recognized Indian
ngple in California have never been systematically docunented.
rimary data collection on the quality of life of "non-federally
recogni zed Indians is essential for.-a true needs assessment of
this population, but further utilization of existing Census data
could fill inportant gaps and lay the groundwork for the design
of primary data collection strategies.
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MATERNAL anp CH LD HEALTH

Background

Maternal and child health outconmes provide general indicators of
the health status and well-being of a population ?roup, and help
predict the health resources that wll be needed for the com ng
generation. In addition, birth certificates provide a uniform
source of information for the whole population. The live births
in a given time period can be used as a reliable denom nator for
| nportant measures of health status and health care utilization.
Al though the data quality is variable for particular items on
birth certificates, and the potential exists for .
msclassification of race/ethnicity, information is nore likely
to be solicited fromthe famlies thenselves and nore likely to
be verified than in many other data sources. The demographic
data obtainable frombirth certificates is also nore current.and
more frequently updated than Census information. For these
reasons, discussion of maternal and child health of American
Indians is central to this report.

Definitions and Methods

In part because of the tendency for Anerican Indian statistics to
be under-reported, an inclusive definition was used for Indian
births. The criterion was that either or both parents be
recorded as Anerican Indian/ Al aska Native on the birth
certificate; H spanics were not excluded. Any child so
identified could potentially be eligible for IHS benefits, and.
could share the social and health risks that have been
historically preval ent among Anerican Indians. The sanple was
restricted to California residents (defined by nother's zip
code), since the relevant eligibility issues pertain to State
residents only. Uilization of prenatal care was studied anon
the nothers of these children, ether or not the woman hersel
was American Indian. Non-Indian spouses of eligible Indians are
granted eligibility for health services at the discretion of
I'ndividual tribes, according to P.L. 100-707. That |aw also
states that the health needs of such persons "shall not be taken
Into consideration bK the Service in determning the need for, or
allocation of, its health resources." However, the health
outcomes and future needs of all Indian children are linked to
the availability of maternity care services for their nothers.

Startin% with births occurring in 1989, the National Center for
Health Statistics (NCHS) now equates a newborn's race with the
race of its mother. The traditional NCHS al gorithm adoEted by
the California State Departnment of Health Services, weights the
classification of infant's race towards the father's identity in
the case of m xed parenta%f (Appendi ces 4-A and 4-B). Heuser
§1989)_has shown using 1987 data fromthe NCHS National Vita
tatistics System that Anerican Indian nmothers are nore likely to
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be teenagers, to have conpleted less than 12 years of education
to be unnarried, to have late or no prenatal care, to have |ow
birthweight infants, and to have infant deaths conpared with non-
I ndian nothers of children classified as Anerican |ndian.**
Simlar trends were found in the California data.  Thus, the
information presented here may understate the childbearing
problens faced by American Indian women. Further investigatjons
of Indian wonen's health issues should focus on the causes of
these problems, as well as the health status of Indian children.

In studying American Indian births, the data were aggregated for
a 3 year period from 1986-88 when conparable data were available
for all 3 years. Using aggregated data inproved the validity of
our findings; it increased the nunber of births studied and
reduced the effects of random variation occurring in events of a
single year. Certain variables were introduced Into the
California birth certificates beginning on January 1, 1989. In
order to nake use of these newy available data, 1nfornation'was
anal yzed on nother's educational” status and payer source for
prenatal care for the single year of 1989. The payer source
Information is a unique resource; only one other Sfate,
Massachusetts, includes these data in birth certificates.
Validation studies of new birth certificate items, particularly
payer source, need to be conducted; nethodol ogies should be
sensitive to the Indian Fopulat|on. For exanple, questions on
payer source may be confusing to persons who are eligible both
for IHS services and for Medi-Cal; this issue should be clearly
addressed when it is relevant.

Nunber and Distribution of Births

Table 4 and Chart 2 show that the 16,935 infants defined as
Arerican Indian made up 1.1% of the State's total newborns in
1986- 88. Thls(gfrcentage is slightly higher than the percentage
(0.8% of the California population of all ages identified as
Anerican Indian in the 1990 Census. This giscre ancy may be
accounted for by the nethod of defining Indian births, _
differences in data quality in the two data sources, relatively
higher birth rates for Anerican Indians than the tota

popul ation, and/or lower |ife expectancy for the Indian
population. Table 5 and Chart 3 indicate that only slightly nore
than half (51.3% of Indian newborns resided in the Indian
counties conposing the IHS service area. A little less than a
third (30.3% of Indian newborns were residents of primaril
federal |y recognized counties, and 9.4% or 1,596 of the newborns
resided in primarily non-federally recognized counti es. | i Ht
over a third (34.1% of Indian births were to residents o Iﬂ |ax
counties with the easiest access to an 1Hs contract clinic: 1,081
births (6.4% were to residents of counties wthout access to a
contract clinic.
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rnal aqe

Mthers giving birth to Indian newborns are younger than the
Statew de norms, as denonstrated by Tables 6-8 and Charts 4~6. A
smal | er percentage of Indian births than total births (6.4% vs.
9.3% in 1986-88 were to wonen aged 35 and over, a grouEIO
considered to be at risk for adverse health outcomes. wever,
the high proportion of Indian births to teen nothers is cause for
concern. In 1986-88, 16.7% of Indian births conpared to 11.0% of
all births were to wonen under age 20. As shown in Table 7 and
Chart 5, the proportion was especially high in the primarily non-
federal |y recogn|zed counties (20.7% and the indisputably rura
counties (22.09%. The pattern for the counties rated by ‘access
to IHS contract clinics indicates that teen births are nost
common in the areas where Indian clinics are least available. O
special concern are births to school -age wonen under age 18, who
are known to be at risk for social and economc reasons (Table 8
and Chart 6). Anong Indian births, 6.6% were to wonmen under 18
conpared to 4.0% of total births. In Indian counties wthout
access to an IHS contract clinic, 10.2% of Indian births were to
wonen under 18. These findings indicate a need for further
information on the availability of famly planning services,
appropriate maternity services for teenage women, and educationa
and enpl oynment opportunities for young Indian wonen. .

rnal _E Lon

Among Indian births in California, nothers' educational |evel was
found to be |ower than for the state as a whole, and especially
low for births in the prinmarily non-federally recognized counties
(Table 9 and Charts 7-12). Statewide, Indian births were no nore
I'ikely than total births to occur among women with |ess than a

hi gh school education. However, 5.6% of Indian births conpared
to 15.2% of total births were to women who had conpleted college.
More than two-fifths (41.09% of Indian births in the pr|narJI%
non-federally recognized counties were to wonen wthout a hi
school education, and onI% 2.9% were to college graduates. hese
flgures reflect in part the likelihood of teen births in the non-
federal ly recognized counties: early childbearing is a predictor
of low educational attainment and restricted economc
oppportunities.

Fertility

Table 10 and Charts 13-14 indicate that fertility among American
Indians in the US 1is quite high relative to thée total .
popul ation. \While only 3.8%of total live births in the US. in
1987 were to wonmen having at least their fifth child, 9.5% of
‘American | ndian births in 1986-88 were of the fifth or higher
order. This pattern was |ess marked in California, where
fertility rates appear to be |ower than nationally for Anerican
Indians. © Six percent (6.0% of Indian births conpared with 5.0%
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of total births in California were of the fifth or higher order.
Nearly two-fifths (39.09% of Indian births in CGalifornra in 1986-
88 were to prim par ous wonen (i.e., first births), conpared to a
third (33.3% of Indian births in the US.

Birthweight

Low birthweight, related to premature delivery and/or small size
for gestational age, 1S the most inportant predictor of infant
nortality and a critical health status indicator. Infants

wei ghi n% 2,500 grams (5 1/2 pounds) or less are alnost 40 tines
more likely to die in the first month of life than heavier
"babies.*’ 'Those |ow birthwei ght babies who survive have
increased risks of congenital anomalies, mental retardation,
growh and devel opment problens, respiratory problems, blindness,
autism cerebral Bal ?\é epi | epsy, and other conditions.® In
Heal thy People 2000: tional Health Pronotion and D sease
Preventi on objectives,* issued by the U S. Public Health
Service, one of the maternal and child health objectives is to
"Reduce |ow birthweight to an incidence of no nore than 5 percent
of live births ... The baseline for this objective is the
national rate of 6.9% | ow birthweight in 1987.

Tables 11-12 and Charts 15-16 denonstrate. that the percentage.of:
| ow birthwei ght among Anerican Indians in California in 1986-88
was 6.4% this was |lower than the U S. rate for all races but
higher than the rate for all races in California (6.0% and

consi derably higher than the rate of 5.2% for whites and .

H spanics (‘excluding Indians). Low birthweight anong infants in
California also exceeded the rate for Indians nationw de (6‘.1%1{).
In California, as in the US., Indian women have |ower rates o

| ow birthweight than women of all races in the younger age Qroups
but the pattern reverses anong ol der wonen. The reason for the
increasing relative risk anong older Indian women iS not
understood and requires further study. Potential explanations to
be explored are the effects of high parity, the cunulative
effects of poverty, and the influence of diabetes and gestational
di abetes on birthweight anmong ol der Indian wonen. Social support
for young nothers in the Indian commnity, which could offset the
risks associated with teen childbearing, is another area that
needs to be exam ned.

Low birthweight is known to be associated with a nunber of

predi sposing factors including denographic characteristics,

nedi cal conditions before and during pre(_:fnanc?/ behavi oral and
environnental risks,. and health care. he effects of physi cal
.and ﬁsychol_ ogi cal stress are currently under investigation.'
Birth certificates provide limted but suggestive information on
potential perinatal risk factors: the effects of maternal age,
education, and fertility patterns on California Indian births

require further investigation.
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Future studies should also explore nedical, behavioral, and
environnental risks that nmay be particularly relevant for |ndian
* wonen, and espe0|all% preval ent among women in non-federally

recogni zed tri bes. or exanple, an assessment of hou3|n?,
nutritional, and enployment conditions anong non-federally
recogni zed women coul d shed light on specific childbearing risks
they may face.

tance Use

Substance use is an inportant area for research related to
patterns of usage and effective strategies for prevention and

treatment. Research in Washington State, where maternal snoking
behavior is recorded on birth certificates, revealed that Indian
wonen were siqgnificantly nore likely to snoke dur|n? pregnancy
than white women.™ A striking finding was that whife wonen
drastically reduced their snoking behavior as they got ol der, but
snmoki ng during pregnancy was consistently high for |ndian wonen
inall age groups. Since snoking cessation programs are often
targeted to teenagers, the Washington State stu ¥ was val uable in
denonstrating the need to include Indian wonmen of all ages in
educational and treatment efforts to reduce smoking. Studies of
this kind would be valuable for California Indian comunities to
consi der. Al cohol consunmption and use of other drugs dur|n%
"pregnancy are highly predictive of adverse birth outcones, but
prevention prograns nust be guided by know edge of the usage
patterns of specific populations and the effectiveness of
particular strategies and treatnent nodalities.

Prenatal Care Utilization

Tables (13-17) and Charts (16-23) present birth certificate
information on utilization of prenatal care for Indian births.
The Healthv People 2000 obbectwe pertaining to prenatal care is
to "Increase to at l[east 90 percent the proportion of all
pregnant wonmen who receive prenatal care in the first trimester
of pregnancy" SBaseI|ne: 76 percent of live births in 1987).
Though the 1987 baseline for Anmerican Indian/ Al aska Native wonen
was considerably |ower, 60.2%, the sane target of 90.0% for the
ear 2000 was set for Anmerican Indians as a special popul ation.

n California in 1986-88, prenatal care was initiated in the
first trimester for 68.3% of Indian births vs. 74.4% of tota
births. Late (third trimester) or no care was received for 7.9%
of Indian births and 5.8% of total births. For Indian births,
prenatal care was somewhat nore delayed in the IHS service area
than in the non-Indian counties. This pattern was simlar but
less marked for the total population in the two county groupings.

Among the Indian counties, delayed prenatal care appears to be a
severe problemin the primrily non-federallg recogni zed ,
counti es. Late or no care was received for 9.1% of the Indian
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births in those counties, conpared to 5.7%of total births in the
sane counties and 7.6% of Indian births in primarily federally
recogni zed counties. For all races conbined, receipt of care was
better in the non-federally recognized counties. Furthernore, an
extrenmely high percentage (14.4% of Indian births in the
counties wthout access to an |HS contract clinic had del ayed
prenatal care. Although nost of the contract clinics do not
currently provide prenatal care services, they rra¥ serve_a
%ﬁtev\ay function to facilitate entry into care. Table 17 and

art 24 show that |late or no care was received for 11.2% of
Indian births (2,500 granms, conpared to 7.9% of all Indian births
in the state. Wnen who enter care late are likely to have
various risk factors that could be aneliorated by timely
i ntervention.

Insurance St at us

Tabl es 18-20 and Charts 25-29 docunment the insurance status of
childbearing wonen in California for prenatal care. Mdthers of
Indian children were less likely to be uninsured than all nothers
(6.4%vs. 12.9%. However, the former were nuch nore likely to
rely on Medi-Cal (California' s Medicaid program (45.5% vs.

27. 6°§9 and nuch less likely to have private insurance coverage
(39.7%vs. 52.79. For Indian births, Medi-Cal coverage for
prenatal care was nuch higher in Indian than non-Indian counties
(58.1%vs. 36.2%. In primarily non-federally recognized
counties, aﬁ/grpm mately two-thirds (66.2% of Indian births were
covered by Medi-Cal. “Correspondingly, private insurance coverage
for Indian births was lower in Indian vs. non-Indian counties -
(24.9% vs. 48.3%), with only 22.7% of Indians privately insured
in ;)H.rranly non-federally recogni zed counties conpared wth

31.7% in the primarily federally recognized area. The lack of
private insurance for Indians iS not surprising due to |ow

soci oeconom ¢ status, high rates of unenployment, and .
concentration of enploynent in non-professional/non-managerial
occupations. Since California contract clinics do not generally
offer prenatal care on-site, the reliance on Medi-Cal to finance
care from other providers would be expected even where contract
clinics are accessible.

Medi caid has been credited with nmajor inprovenents in utilization
of prenatal care for under-served groups. During the period of
initial inplementation of Mdi-Cal in California from 1968 to
1978, increases in early {Jrenat al care were greater for Mdi-Cal
than'for non-Medi-Cal births in all racial/ethnic groups.%®
However, Medicaid' s acconplishnents have been constrained by a
mxture of admnistrative and financial factors, and receipt of
prenatal care by Medicaid clients is far fromoptinmal. |n 1986-
87, the U S. Ceneral Accountln? O fice conducted a national
survey on prenatal care anmong the general population of Medicaid
reci pients and uni nsured women.” Poor care (defined as entry in
the last trinmester or conpletion of Iess than four physician
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visits) was reported for 24% of the uninsured and 16% of the
wormen on Medicaid in that study, conpared to 2% anong a
conparison group of privately insured patients. Qher studies
have found worse _utilization anmong Medicaid patients than anong
uni nsured women.3:

The relationship between insurance status and utilization appears
to vary across racial/ethnic groups® and needs to be better
understood for the Indian population. In particular, ggographic
availability of Medi-Cal providers and delays in Medi-Cal
eligibility determnation nust be examned for Indian women
throughout California. The inpact of recent Medi-Cal maternjty
eligibility expansions and enhanced Medi-Cal maternity benefits
shoul d be evaluated with attention to the special needs of
California Indians.

Access

A review of the literature on access to prenatal care for wonen
of all races in an Institute of Medicine 1988 report" grouped
common barriers into the follow ng categories: financial
barriers: inadequate system capacity; organization, practices,
and atnosphere of prenatal services; and cultural and persona
. barriers.  Financing is the na{or perceived barrier. \Wnmen al so

comonly report problems with transportation and child care,
I nadequat e understanding of the inportance of prenatal care, |ack
of awareness of pregnancy, institutional practices, 1lack of
avaj | abl e providers and dissatisfaction with providers, and a
variety of personal fears. The extent to which these various
factors contribute to poor utilization of care anong Anerican
I ndi an wonmen has not been studied in California. A conprehensive
maternal and child health needs assessnent of American Indians in
California could identify special risks and access barriers. for
non-federal |y recognized groups, and could informthe IHS
regarding the potential benefits of expanding prenatal care

services In the contract clinics for all IHSeligible wonmen

[nfant Mrtality

The nost mﬁdely used indicator of maternal and child health is
the rate of infant nortality. Infant deaths in the first year of
life correlate with nanY risk factors shared by vul nerable

popul ations. These factors include poor maternal health and
nutritional status, inadequate health care, poverty, low |levels
of education, and unfavorable environmental conditions. |nfant
mortality is also sensitive to the uneven distribution of incone
and social resources and the organization of health and welfare
systens.  Some innovative research in California has recently
reveal ed that |ndian infant nnrtalltY may be a problem of nuch
greater magnitude than has previously been recognized.
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The national objective set by the U S. Public Health Service
(PHS) for the year 2000 is to "Reduce the infant nortality rate
to no nore than 7 per 1,000 live births" (Baseline of 10.1 pér
1,000 live births in 1987). Because of racial variation in
infant nortality, special ?opulat|on targets were set in the PHS
objectives. For Anerican Indians and A aska Natives, the
objectives are 8.5 per 1,000 live births for infant nortality,
|.e., deaths in the first year of life (1987 Baseline: 12.5) and
4.0 per 1,000 live births tor postneonatal nortality, i.e.

deaths from 28 days until the end of the first year (1987

Basel ine: 6.5).

California's reported Indian infant death rates have appeared to
be extraordinarily low in recent years, representing vast

I nprovenment over the last three decades. According to

cal culations by the IHS and the NCHS, the California death rate
for Anerican Indians/Al aska Natives in 1984-86 was 3.3-3.9 per
1,000 live births, conpared with a rate of 9.2-10.3 for Indi ans
inthe US.  The nunerator data for these rates were taken from
infant death certificates, and denomnators were drawn from birth
certificates. Using a Birth Cohort File containing.linked birth
and infant death certificate data, \Watson and oreglia® re-
cal cul ated california's Indian infant nortality rate for the sane
time period and found that the rate roughly tripled. The
classified infants as Indian if either parent was recorded as'
Indian on the birth certificate and separately according to the'
NCHS al gorithm Using either method, they obtained an infant
nortality rate of 10.3 deaths per 1,000 l[ive births. A simlar
Centers for Disease Control (CDC) effort using a national Linked
Blrag-ggﬁgh File altered the U S Indian rate for 1983 from 10.7
to 4,

The 1989 California study by Watson and oreglia® offers
convincing proof of severe under-re?ort|n of Anmerican
| ndi an/ Al aska Native identity on infant death certificates, and
cautions against conplacency in relation to the problem of Indian
infant nortality. ables 21-23 and Charts 30-33 present anal yses
of infant death rates for California Indians using the state's
linked cohort files. In all of these analyses, Indian infants
were defined as those with mother and/or father recorded as
Indian on the birth certificate, including Hspanics. It is
Froposed that these nethods present the truest approximation of
ndian infant nortality in California.

It can be seen in Table 21 and Chart 30 that Indian infant
nmortality (10.3 deaths per 1,000 l[ive births) in California in
1984-86 was higher than the Statewide rate (95?, and higher than
in any other racial subgroup except for blacks (17.0) and the
poorly defined "other" group (infant mortality rate of 10.4).

Tohe -latter category contains an unknown proportion of Anerican

I ndians.  Neonatal deaths (under 28 ‘da%s of age) were sonewhat

| ower for Indians than for all races (5.3 vs. 5.9), but the
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ostneonatal death rate for Indians was alarmngly high.
ostneonatal nortality for California Indians was 5.1 deaths per
1,000 live births, conpared to 3.4 for the total popul ation.. The
only group exceeding the Indian rate was blacks with 6.5 death
er 1,000 live births. Table 22 and Chart' 31 reveal that once
he California Indian rates are adjusted, they are higher than
the published U.S. Indian rates for infant and neonatal deaths
and conparable for postneonatal deaths. Presumably, these U S.
rates are under-estimated and w |l achieve greater accuracy wth
the use of linked files. Conparisons between California and the
U S. should thus be deferred, and public health officials should
be alerted to the likelihood of under-calculations of Indian
infant nortality in vital statistics.

The heightened inportance of postneonatal nortality highlights
the social and economc causes of Indian health problens, since
environnental factors are nmost critical in the Postne'onata
period.?® Table 23 and Chart 32 show that nearly half (45.9% of
Infant deaths to California Indians were to babies in the norma
bi rt hwei ght range (2,500-3,999 granBR. Deaths to infants of all
races were nore concentrated anong. [ow birthwei ght babies; the
normal range accounted for 36.8% of deaths (Chart 32). This
provides further evidence that preventable deaths may be
occurring to medically lowrisk Indian infants because.of adverse
soci oeconom ¢ conditions. Aggressive followup of nothers'and
infants during the postpartum period and throughout the first

ear of life appears critical for reducing infant nortality anmong

ndians. A conprehensive range of nmedical and non-nedical ‘
services is indicated, including economc and social support as
wel | as education.

Anal ysis of the causes of infant deaths was beyond the scope of
the current study, since the absolute nunmber of yearly deaths is
relatively small and the death certificates provide [1mted
information.  Systematic review of Indian infant deaths is
required in order to supplenent existing information. 'For
exanple, a national study indicated that the rate of infant

deat hs because of birth defects was higher for Anerican Indians
than for other racial/ethnic groups.¥ 1t is known that
congenital anomalies are poorly reported on California birth
certificates.® Accuracy Is greater in reporting by the
California Birth Defects Mnitoring Program but their nost
recent|ly available data on Anmerican Indians covers |ess than half
of California counties and fewer than 4,000 Indian births in a 4
year period. A's eclall¥ focused effort would be necessary to
study birth defects in the Indian population, particularly if
Ch?raCtFYIStICS such as federally recognized status were of

i nterest.
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MORTALITY

Methods and Data |ssues

Because of the limtations of Census data' for the American Indian
popul ation discussed above, and the |lack of availability of
detailed 1990 Census data at this tine, analyses were conducted
of the age distribution and causes of Indian deaths in California
rather than calculations of nortality rates for particular ages
or diseases. Indian nortality rates based on Census denom nator
data in California and other states are inplausibly low.* By
exam ni ng proPortlons of deaths in particular age groups and
proportions of deaths attributable to various causes, this study
avol ded biases that would have resulted from the use of
unreliable population counts to calculate rates. However, data
Fl_ra\_/m from death certificates are also subject to certain
imtations.

The likelihood of California Indians having H spanic surnames and
not living on reservations increases the chances. of racial/ethnic
msclassification in death certificates. Based on \Wtson and
oreglia's evidence of under-reporting of Indian identity in
California's infant death certificates, special studies are
justified t0 assess the under-reporting of Indian deaths at all
ages. California Senate Bill No. 2660 mandated the California
State Departnent of Health Services to contract with an _
appropriate Indian organization to conduct a study to establish
"more valid statistics reqardlng the death rate for Anmerican
.Indians." The research plan proposed in the |egislation involved
acqui sition of population data fromtribal, Federal, 'State; and
county sources and matching the names of 1dentified Anerican
Indians with the state's death records for a selected 2 year
period. The final phase of the study would involve dissem nation
of findings "including the provision of training and the

devel opment of educational materials for.norticians and coroners
operating within the state." Unfortunately, the appropriation to
fund that inportant study was never nmade, and the research has
been delayed by the need to find alternative resources.

Problems with the reliability and validity of death certificate
data have been a cause of concern at the national level. The
National Commttee on Vital and Health Statistics convened a
workshop in 1989 to assess the quality of cause-of-death data on
death certificates and to nake reconmendations for future

i nprovenents. To inprove the accuracy and utility of death
certificates for research purposes, racial/ethnic” coding should
be examned in conjunction with evaluations of causes of death.

Research has revealed that causes of death are reported
inconsistently, and that particular causes are [i eI% to be over-
or under-;eForted.“ Particul ar causes of death may be
differentially reported for Anmerican Indians or other groups-
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based on cultural assunptions and biases'. For exanple, specific
traumatic conditions such as homcide, suicide, and accidents
- tend to be under-diagnosed for the general population: this my
not be the case for Anerican Indians who have disproportionate
nunbers of diagnoses for those causes. Mortality data provided
to IHS by NCHS contain only underLylng causes of " death, and not
additional contributing causes. or that reason, this study on|¥
exam ned underlying causes. However, if the underlying causes o
death are inaccurately or differentially reported, it would be
inportant in future studies to analyze information on
contrlbutln?_causes and to review nedical records as well as

|

death certificates.

o Distributi

The age distribution of reported deaths is a useful indicator of
health status and can be easily conpared between different
popul ations. Table 24 and Charts 33-36 provide stark evidence of
remature death anong the California Indian population.
ollowing the pattern for the US., deaths occur to Anerican
Indians rn California at much younger ages conpared with the
total California population. n 1986-88 in California, onl
43. 3% of Indian deaths occurred at age 65 or over vs. 68.3% of
total deaths. Indian deaths were nore than twice as likely as
‘deaths statewi de to occur before the age of 45 (28.4% vs.  13.3%),
or before the age of 25 (11.2%vs. 5.3%. Over three-quarters.
(76.6% of total female deaths in California were to women age 65
or over, while fewer than half (49.3% of Indian female deaths
were in that age Proup. ~Indian boys and men in California were
particularly [1kely to die before the age of 45 (32.7% vs. 17.6%
for all races), and only 38.8% of Indian male deaths were at age'

65 or over.
Causes -of Death

The age distribution of Indian deaths inplies that causes of
death are different than anong the general popul ation: causes of
death vary by age and early death elimnates the possibility of
dying from causes related to aglqg. The skewing of nortality
towards earlier a?e groups is a distressing commentary on the
life experience of Anerican Indians in the US.; it indicates
great need and opportunity for intervention activities to address
preventable nortality. Causes of death were investigated from
California death certificates for deaths occurring to California
residents during 1986-88. The effects of tobacco and al cohol on
Indian nortality were investigated using methodol ogi es published
bv_the CDC_to calculate snoking-attributable and al cohol-related
mortality.?3® Further study of these issues is recomended,
since the numbers of Indian deaths involved were small but the
findings were al armng.
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Table 25 shows that 41.7% of deaths to Indian wonmen and 37.4% of
deaths to Indian men were attributable to cigarette smking in

, those years, conpared to 12.4% and 17.8% of deaths to fenmales and
mal es "of all races. The higher proportion of snoking-
attributable deaths to women vs. nen is notable anong Indians,
given the reverse among the total population;, This inplies that
snoking prevention and cessation prograns in the Indian comunity
must equal Iy, and appropriately, target wonmen as well as nen.
Al cohol -related nortality for California Indians was found to be
conparable to nortality because of snoking, although the effects
aPpear to be greater for nmen (Table 26). "About a third 533.696
of deaths to I'ndian wonen and nore than two-fifths 342.1/6 of
deaths to Indian nen in 1986-88 were alcohol-related. The
contrast with deaths for all races is stark; the conparable
proportions for the total population were 4.3% for wonen and 8.4%
for mn. The startling dinmension of alcohol- and smoking-
attributable deaths among California Indians surely represents a
serious problem but may also indicate sone differential
reporting of selected causes of death.

Al causes of death were analyzed for this study using California
death certificates and published U.S. data fromthe IHS and the
NCHS. The classification system of diagnostic codes from the
International Cassification of Diseases, 9th Revision (ICD9)
which is routinely used by the Office of Planning, Evaluation,
and Legislation, 1HS was applied to the California data for the
sake of consistency and conparability (Appendix 5). The State of
California uses a different nethodology, and the |HS nethod _
excl udes certain diagnoses as potential causes of death. In this
st udy, onlﬁ the causes considered by IHS were used in the
rank|Pg3é ut other causes were noted if they were equally

preval ent.

In Tables 27-28 and 30-45, the 10 |eading causes of death in
1986-88 are displayed for california residents Statew de and in
the separate countY groupings in which Indians are primarily
menbers of federally recognized tribes and non-federally
recogni zed tribes. Table 29 provides conparable data for
Anerican Indians in the US California data are presented
separateI% for females (infants/girls/women) and males

(infants/ ogs/nen), in spite of small nunbers in the county
groupi ngs, because causes of death vary considerably by sex.

Tabl es 27-29 indicate that the 10 |eading causes of death.in
1986-88 were identical for Indians in California, Indians in the
US., and all races in California. In ranked order for
California Indians, these causes were: diseases of the heart;

mal i gnant neopl asms; accidents (notor vehicle and all other);
chronic liver disease and cirrhosis; cerebrovascul ar disease;
homcide and legal intervention; diabetes nellitus; pneunmonia and
i nfluenza; suicide; and chronic obstructive pul nonary diseases.
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The rankings of these causes vary somewhat for the three
Bopulatlons. California Indians appear to be more simlar to

.S, Indians than to the total population of California. Over
hal f of all Indian deaths in California (54.2% and the U S,
(52.9% are caused by diseases of the heart, malignant neopl asns,
and accidents; in the total California population, 55.6% of
deaths are attriputable to heart disease and cancer alone,
wi thout considering accidental deaths. The proportion of deaths
due to accidents is lower for California Indians than for U S

| ndi ans (12.6% vs. 16.1%), but much higher for Indians in genera
than for all races in California (5.1%. Chronic liver disease
and cirrhosis, which are alcohol-related causes of death, account
for a higher proportion of Indian deaths in California (6.7%
conpared with U S Indians (4.3% or California all races (1.9%.
Wthin California, homcide and legal intervention, diabetes
nellitus, and suicide account for a higher proportion of Indian
vs. total deaths. Cerebrovascular disease, pneunonia and
influenza, and chronic obstructive Pulnnnary di sease are all
somewhat nore prom nent as causes of death among the tota
popul ati on than anmong California Indians.

Because of small numbers, causes of Indian nortality could not be
anal yzed separately for different age groups in California. The
. IHS has identified the follow ng causes as having higher age:
adjusted nortality rates for Indians than for the total U.S.
Fppulatnon: accidents (Indian vs. all races ratio: 2.3), chronic
iver disease and cirrhosis (ratio: 3.4), diabetes nellitus
ﬁrat[o: 2.6), pneumonia and influenza (ratio: 1.3), suicide

ratio: 1.3%, omcide (ratio: 1.6), and tuberculosis (ratio:
5.0).2 Athough all of these causes are not ranked nore highly
for Indians than for all races in California, and tuberculosis is
not a frequent cause of death, the risks of these conditions
among California Indians need to be exam ned nore closely in
future studies.

Tables 30 and 32 show the heightened prom nence of accidents as a
cause of death armong I ndian boys and men in California (15.1% of
mal e deaths vs. 8.4% of female deaths). Mtor vehicle deaths
al one accounted for 9.4% of deaths to Indian males. Hom cide and
| egal intervention was the cause of 8.3% of all Indian nale
deaths in California, but did not rank in the top 10 causes for
| ndi an wonen.  Higher proportions of female (vs. male) Indian
deaths were due to cancer, cerebrovascular disease, and diabetes
‘mellitus. Nephritis, nephrotic syndrone and nephrosis appears as
the 10th |eading cause of death for Indian wonen, but does not
rank as a |eading cause for Indian men. Acquired |mmune
Deficiency Syndrone (AIDS) was anong the top 10 |eading causes of
deakglfpr men of all races but not for Indians, male or fenale,
in i forni a. '
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Deaths to Indians in primarily non-federally recognized counties
were nore |ikely to be becausé of heart disease and accidents,
and less likely to be caused by cancer, than Indian deaths in
primarily federally recognized counties (Tables 34 and 40).
Compared to their "counterparts Statewi de, Indian females in
primarily non-federally recognized counties had higher
proportions of deaths because of heart disease, cerebrovascular
di sease, diabetes, honicide, nephritis, and congenital anomalies
(Tables 30 and 42). Heart disease, accidents, pneunmonia and
influenza, chronic obstructive pulnonary diseases, congenital
anomal ies, and conditions originating in the perinatal period
account for a hlgher proportion of deaths to Indian males in
primarily non-federally recognized counties conpared with Indian
males Statewi de (Tables 33 and 44). In the primarily non-
federally recognized counties of California, nearly a quarter
(ZZ,Jgatof deaths to Indian boys and nmen were caused by

acci dents.

These anal yses of Broportionate mortality are suggestive rather
than definitive. roportionate nortality is a relative, not an
absolute neasure, and its interpretation can be conpl ex.
However, these findings have broad inplications for health
pronotion and disease prevention anong California Indians.
Strategies for accident prevention, education and prevention
prograns to |ower rates of heart disease, and cancer screening
prograns appear to be urgent priorities. For Indians in the
primarily non-federally recognized counties, these data suggest
extrenely high risk of accidental death for boys and nen,
elevated risk of diabetes and violent deaths anong wonen, and
hl?h risk of perinatal conditions for both male and fenale

i nfants.

This information also highlights the need to inprove the quality
of data required to calculate nortality rates for the California
| ndi an popul ation. Better data and additional resources would
facilitate research into the causes of death for infants,
children, adolescents, and adults and to study_the.najor causes
of nortality in greater detail. Mre information is needed on
the specific sites of cancer, the types of notor vehicle and
other accidents, the particular diseases of the heart that claim
Indian lives prematurely, the relationships between al cohol and
tobacco and the major causes of death, and the interactions
between different conditions common to Indian people.

HOSPI TALI ZATI ONS
O fice of Technology Report

The 1986 Ofice of Technology (OTA) report, "Indian Health Care,"
used-the |HS patient registration database and the NCHS Nationa
Hospital Discharge Survey to analyze in-patient care as a neasure
of Indian health status,” while acknow edging that wutilization of
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care may be determned by access factors rather than need. The
findings excerpted bel ow summarize the authors' interpretation of
hospital discharge rates for IHS direct and contract genera
hospitals and U S. short-stay non-Federal hospitals:

Gven the poor health status reflected in Indian nortality
statistics, it is striking that the overall 1984 hospital
discharge rate in IHS areas (1,210 per 10,000 popul ation)
was |ower than that in U S. non-Federal short-stay hospitals
31,585 di scharges per 10,000 population). In general, using
ata from U S. non-Federal short-stay hospitals as a
benchnmark, IHS total hospitalization rates (excluding two
tribally run hospitals) were |ower than-would be expected
fromnortality rates for accidents and violence, circulatory
system di seases, malignant neopl asns, al cohol-related.
condi tions, diabetes; and congenital anomalies.  \hile
Indian death rates from accidents, suicide, homcide, and
ot her external causes substantlaliy exceeded U S. nortality
rates in the 3-year period centered in 1981, the IHS
hospitalization rates for injuries and.poisonings in 1981
only slightly exceeded the U S. rates.

Part of the reason for |ow hospitalization rates for certain
di agnoses can be explained by the relative youth‘of the -
I ndian popul ation. For exanple, diseases of the circulatory
system are the leading cause of hospitalization in US. non-
Federal short-stay hospitals, but are the eighth |eading
cause of hospitalization in IHS direct and contract genera
hospltalsmghospltals to which IHS service-eligible patients
are sent when care is not available in IHS-run facilities).
This can be partially explained by the fact that individuals
age 65 and over account for 11.3 percent of the U S. all
races popul ation and 60 percent of discharges for'
circulatory system diseases in U S. non-Federal short-stay
hospitals.  In IHS hospitals, Indians 65 and over account

for 5.3 percent of the IHS service population and 41 percent
of such discharges.

But the relative youth of the Indian popul ati on cannot
explain all the variation among health status indicators:

the disparity between services provided and need is also
apparent from a conparison of health care utilization and
nortality rates by agge. . . . Lhe.tatio of IHS to U S non-
Federal short-stay hospital inpatient di scharges is |ower
than the ratio of Indian to US. all races nortality rates
in all age groups 16 and above. Thus, there is a

di screpancy between apparent need and the use of health
care. (pp. 105-6)
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California Data

The IHS anal yses of in-patient care have always excluded
California bécause of the absence of I|HS hospitals. In order to
?row de sone conparative data on hospitalizations, we utilized
he hospital discharge database of California's Ofice of

Statew de Health Planni n% and Devel opment (CSHPD). The OSHPD
collects in-patient discharge data from all |icensed hospitals in
California, excluding Federal hospitals. Repeated adm ssions of
an individual patient cannot be distinguished from adm ssions of
multiple individuals, so the focus is on hospitalizations rather <
than patients. Among the hospitals' reporting requirenments for
each discharge is the racial/ethnic identity of the patient,
coded in the followng categories: \Wite, Black, H spanic, Asian,
Native American/Eskino, Qher, and Unknown.' W utilized data
classified as Native American/Eskino to represent the Anerican
Indian and Al aska Native popul ation.

Caution must be taken in interpreting findings from the OSHPD
Hospital Discharge Database, Since race/ethnicity IS not self-
reported and attribution of Indian i dent|w by hospital personnel
results in significant under-reporting. spanic and Indian are
mut ual\ll\%. exclusive choices in the racral/ethnic coding for these
data, which increases the |ikelihood of under-reporting for .
Indians. A study conducted by OSHPD to eval uate the reliability
of items in their hospital database provides evidence of both
under-reporting and msclassification of Amrerican Indian
patients.*® Discharge records from 30 randoniy selected
California hospitals were re-abstracted for the second half of
1988. Since Indian health was not a focus of the study, the
sanpl e was not drawn with the intent of representing the Indian
population. Only 10 (or 0.4% of the 2,579 cases reviewed were
classified as Anmerican Indian. The study concluded that two of
those cases should have been reported as H spanic and two as
Asian, leaving a total of six reported Indian di scharg_es. ~ None
of éhe ot her records were reclassified as Anerican Indian in the
stuay.

O the 3,596,669 hospital discharges occurring in 1988, 6,672 or

0. 2% were coded as Indian fTabIe 46).  Since Indians nade ug 0. 8%
of the state's Census population in 1990, it appears that they

are greatly under-reported and/or under-represented anong
hospitalizations. Asians and H spanics also appear to be under-
represented. .~ Further evidence of under-reporting is shown in
Table 47, which conpares newborn hospital records with birth _
certificates coded as Anerican Indian. In 1988, 5,764 California -
certificates Of l|ive births had nother and/or father identified

as American Indian; armng_ the newborn hospital records, which
exclude out-of-hospital births, only 908 were coded as Anerican
Indian. Birth certificates are not a "gold standard" for
race/ethnicity but can be assuned to be nore accurate than

hospital records since they allow for self-identification.
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It is notable that the greatest discrepancy in reporting of
Indian births was found in the counties wthout access to a
tribally-operated clinic. This may indicate that referrals from
I ndian clinics enhance identificatiion of persons as Indian.
Based on conparison with population data in Table 1, information
- displayed in Table 48 sugPests.that.Indlans are better
represented anmong hospitalizations if they live in Indian
counties, especially federally recognized counties, and if they
have access to a nearby Tribal Health Program Access to prinary
health care, via IHS eligibility and availability of Indian
clinics, would be expected to facilitate referrals for
hospi talization.

The age and sex distribution of California Indian
hospitalizations is examned in Table 49 and Charts 38-40. Men
are under-represented among hospitalizations, in large part
because obstetric causes dom nate hospital adm ssions. Males
constitute 43.8% of California Indian discharges, 41.0% of tota
California discharges, and 37.3%of U S. Indian discharges.
| ndi an hospitalizations occur at younger ages than
hospitalizations for all races in California, among both fenales
and males. Only 12.4% of Indian discharges, conmpared with 27.0%
of total discharges and 32.6% of white discharges, are persons
age 65 and over. = Persons under 25 represented 40.2% of
California Indian hospitalizations, conpared with 24.8 of the
State's white discharges. California Indian discharges were nore
likely to be under age 15 and less likely to be 15-24 than U. S
“Indians in IHS direct and contract facilities, but California
I ndians closely resenbled U.S. Indians in the proportion of
hospitalizations for age groups 25-64 and 65 and over.

The youthful ness of hospitalized Indians is especially striking
for residents of the primarily non-federally recognized counties
(Table 50 and Charts 41-44). "Anong Indian residents of those
counties, 40.5% of hospital dlschar%es in 1988 were under age 15,
57.4% were under age 25, and only 10.3% were age 65 and over.
Over half (50.7% of the nale discharges were under age 15,
conpared to 29.5% in the primarily federally recognized counties.
This startling finding may be because of a conbination of
factors, including the age distribution of the Populat|on
excessive rates of illness and accidents anmong-1ndian nale
infants, children, and adol escents: |ack of primary care for
children, which could prevent hospitalizations; and early death
and inadequate access to hospital care for the elderly. ~Future
studies of non-federally recognized Indians in California should
exam ne causes of hospitalization and access to preventive
ambul atory care in a nore thorough manner. Record review,.
patient and comunity. surveys. and case studies of tribes and
counties would be required; small nunbers limt the utility of
secondary data for such purposes.
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Causes of Hospitalization

The 6,672 American Indian discharges from California hospitals in
1988 predom nantly represented acute-care patients; only 29
(0.4%? had a length of stay of 100 days or nore. However, the
causes of hospitalization included chronic conditions as well as
obstetric adm ssions and substance abuse and other psychiatric
di agnoses. Tables 51-58 codify all the mjor diagnostic
categories using ICD-9 classifications and show the relative
Froportlon of hospitalizations in each category for California
ndians and all races. No striking differences were seen in the
ranking of causes for either women or nen, and the profile for
the prinarily non-federally recognized counties did not aPﬁear to
be distinctive. However, ‘differences may be subnerged w t he
use of such general diagnostic categories.

Table 59 displays the nean age and mean charges for Indian vs.
total discharges in each of the major diagnostic categories.
Consi stent with the younger age distribution of the Indian _
popul ation, the mean age of Indian hospitalizations was |ower in
every category. Differences were nost striking for di seases of
the nervous system the respiratory system and the digestive
system as well as for injury and poisoning. Mean charges were
enerally higher for the all races popul ation, but notably higher
or Indiian hospitalizations in three categories: neonatal
conditions, congenital anomalies, and infectious and parasitic:’
di seases. |f mean charges are an index of severity for these
conditions, these data may reflect lack of access to adequate
prenatal and other preventive care. Further studies of hospita
charges would need to control for hospital characteristics, since
allocation of resources mght vary by hospital ownership type and
t eachi ng st atus.

Mre detailed anal yses of causes of hospitalization were
conducted by ranking individual three¢d|?|t_ECD-9 di agnoses.
Tables 60-67 list the 15 |eading hospital diagnoses for relevant
?roups. ~Some tables contain nore than 15 diagnoses because
requencies were identical for nultiple causes that woul d have
ranked fifteenth. Because of small nunmbers of cases and
questionable data quality, all ages were conbined in these
anal yses and only principal diagnoses were studied. Age-specific
studies of hospitalizations involving both principal and
secondary di agnoses should be developed in the future. The
I nportance of co-norbidities is denonstrated b¥_|nvest|gat|on of
di abetes as a secondary diagnosis. The proportion of Indian
hospitalizations with diabetes mellitus as a principal diagnosis
was 1.6% for boys and men and 1.2% for girls and woren; however
the additional proportion with a secondary diagnosis of diabetes
was 7.0% for males and 9.2% for females. ‘
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For wonen, diagnoses that appeared as |eading causes anong

| ndi ans but not ampng the total population were abnormality of
forces of |abor, diabetes mellitus, and other cellulitis and
abscess. The greater inportance of diabetes is notable since the
I ndian group should be at l|ower risk of diabetes by virtue of
bei ng younger. The prevalence of cellulitis/abscess may be an

i ndi cator of |ow socioeconom c status, alcohol and ot her
substance abuse, and diabetes. (Cbstetric diagnoses are somewhat
more dom nant anong |ndian discharges, which nmay reflect poor
access to care for conditions whose treatnment is nore .
discretionary. Cardiac diagnoses are ranked anong the [|eading
causes of hospitalization for wonen of all races, but not for

I ndian wonen. This may be a function of the different age

di stributions, though heart disease is thelleadlnP cause of death
for Indian women. An alternative explanation would be |ack of
preventive and diagnostic treatment for heart disease, and

di spl acenent of cardiac problens by diabetes and diabetes-related
i1 nesses as principal diagnoses.

Anmong mal e hospitalizations Statew de, |eading diagnoses unique

to Indians (vs. all races) were other cellulitis and abscess,

al coholic Fsychoses, chronic liver disease and' cirrhosis, and

_diseases of the pancreas. The donminance of alcohol-related

dla%noses anong Indian men mrrors the severely high proportjon

of alcohol-related nortalit annng California Indians. . The

urgent need for substance abuse education, prevention, and

treatment cannot be over-enphasized, along with the necessity"’ of

I nproving educational and enpl oynent opportunities and

soci oeconom ¢ conditions for California Indians.

Hospitalization data for the prinmarily non-federally recognized
counties were sparse, and could not be disaggregated by sex.
Three di agnoses which appeared in the |eading causes of
hospitalization for residents of those counties were not found
for all races in the same counties or for Indians residing in
primarily federally recognized counties. The first of these
di agnoses was disorders relating to short gestation and
unspecified low birthweight, reflecting problenms with prenata
care access as well as |ow socioeconomc status. The second
cause was cellulitis/abscess, inplicating problems wth substance
abuse and diabetes in addition to poverty. The third diagnosis
was acute bronchitis and bronchiolitis, 'suggesting lack o
preventive out-patient care.

Paver source

Finally, hospitalizations were analyzed by expected principa
source of payment. Little is known about” the health insurance
‘coverage of = American Indians obtaining services outside of the
IHS or the cost of care for Indians reinbursed by other public
and private payers. The IHS paynent is residual by law, meanin
that other sources (e.g., Medicaid, Medicare, private insurance
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must be utilized before IHS is obligated to Provide_coverage.
The residual role of IHS is nost strictly enforced in the case of
contract care. y

In California, all in-patient care for eligible Indians is on a
contract basis and nust be reinbursed out of the area's
allocation for contract care. The California Area |IHS sets
priorities each year and essentially nust ration hospital care,
deferring services when allocated funds are depleted. In fisca
year (FY) 1988, the total amount spent by IHS for in-patient
contract health services in California (including medical-
surgical adult and pediatric adm ssions, obstetric adm ssions,
and newborn adm ssions) was $1,000,754. This represented 2.4% of
total hospital charges for Anerican Indian discharges in
California hospitals and 3.6% of the subtotal for [ndian
dlschar%es charged to all governnent payers in cal endar year 1988
éTabIe 8). If the small proportion of identified Indian
Ischarges in California hospitals partly reflects financial and
ot her access barriers to in-patient care, this level of funding
may be inadequate to supplement the alternative resources
avai |l abl e to california I ndians for necessary hospitalizations.

The Survey of American Indians and A aska Natives (SAl of the
1987 National Medical Expenditure Survey (NVES) include
questions on suppl ementary sources of insurance coverage for a
national sanple of [HS-eligible Indians. The survey did not

di stingui sh between coverage for out-patient versus in-patient
care. The SAIAN findings indicate that the mgjority of Indians'
currently covered by the IHS have no other public or private
health insurance.”" O the Indians- surveyed, 54.9% had no ot her
coverage supplemental to IHS;, 28.1% were privately insured
(conpared to 74.5% of the U'S. popul ation), 21.0% had any ot her
public coverage (11.4% Medicaid, 6.3% Medicare, 3.3% other).
Al'though Indians working full-tine were nmore likely than other
Indians to have private insurance, job-related coverage was |ower
for Indians than for all workers regardless of wage |evels or
enpl oyer size. Some |HS-eligible workers may choose not to
participate in enploynent-based insurance plans because of co-
payments and deductibles. These findings 1llustrate the

I nportance of |HS benefits in guaranteeing coverage for |arge
numbers of Indian persons who mght otherwi se be uninsured. The
alternative resources of IFB—eI|%|bIe persons also determne the
| evel of resources available to |HS-operated and supported
facilities via third-party reinbursenent from private or public
sour ces.

Tabl es 69-73 and Charts 45-48 present information on expected

Frincipa[ source of payment for hospitalizations of Amrerican
ndians in the 1988 California hospital discharge database.
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Unlike the SAIAN data, this information is not popul ation-based;
it is based only on coverage of hospitalized persons identified
as Anmerican Indian. The extent to which inadequate insurance
serves as a barrier to hospitalization cannot be estimated from
these data. Both financial factors and l[ack of routine

i nvol vement in prlnarx care may decrease the |ikelihood of
receiving non-crisis hospital care. [Insurance for _
hospitalizations is not almags i dentical with out-patient
coverage, which is likely to be nmore restricted and to involve
hi gher levels of self-payment. Sources of public coverage in
California include Medi-Cal (california's Medicaid progran) and
Medical Iy Indigent Services (MS), a State-funded program that
conpensates county hospitals for care of uninsured persons
nmeeting 'specified incone criteria. The conbined proportion of
MS and self-pay discharges provides an indicator of uninsured
hospi tal i zati ons.

It can be seen in Table 69 that Anerican |ndian hospitalizations
in 1988 were nore likely to be covered by governnent payers
(54.7% vs. 48.6% and |ess Ilkely to be privately insured (33.5%
vs. 43.5% than discharges for all races in California.
Presumably, the "other government" category accounting for 3.6%
of Indian hospitalizations included IHS contract care payments.
The overall difference in public coverage, however, was less -
significant than the differences in tipe of public payer. Indian
hospi talizations were onIX half as likely as all discharges to be
covered by Medicare (12.5% vs. 25.4% and nearly twice as likely
to be reinbursed by Medi-Cal (31.4%vs. 17.3%. The | ow
Proportlon of Medicare reflects the younger age distribution of
ndi an dlschar%es and p053|bIY | ower “eligibility levels anong
Indian elders due to limted labor force participation. The
i mportance of Medi-Cal coverage for Indians signals hlﬁh poverty
rates: another nmarker of |ow sSocioecononmc status is the
proportion of Indian discharges covered by MS (6.1% vs. 2.4% of
al | discharges). The percentage of self-pay (uninsured)
di scharges was al so considerably higher for Indians (10.8% vs.
6.6%. By conbining the MS and self-pay categories, we see that
| ndi an dlscharges were nearly twice as Iikely to be uninsured
(16.9% vs. 9.0%.

Table 70 indicates that coverage was quite simlar for [ndian
femal es and mal es except for a higher proportion of fenale

di scharges reinbursed by Medi-Cal.” This would be explained by
the likelihood of women's Aid for Famlies wth Dependent
Children (AFDC) participation, the predoninance of obstetric
hospitalizations for-women, and the broadened eligibility
criteria for Medicaid maternity coverage. Indian men's gQreater
coverage under MS corresponds” to theit |ack of Medi-Ca
'covera?e;.sllghtly hi gher coverage of men by Medicare parallels
the relative proportions of hospitalizationS age 65 and over
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Table 71 confirnms that Indian wonen are heavily degendent on
Medi - Cal for pregnancK-reIated hospitalizations (40.6% of

di scharges), though they are somewhat nore |ikely to have private
coverage durin pregnancy than during hospitalizations for all
causes (cf. Table 70).

Principal source of paynent for hospitalizations is examned for
Arerican Indians and all races within age groups in Tables 72 and
73 and Charts 45-48. Among the non-elderly, Indians consistently
relied nmore on governnent sources and |ess on private insurance.
For infants, children, and adol escents under age 15, Indian
dlscharges were nuch nore likely to be covered by Medi-Cal (44.0%
vs. 31.59. Among ol der teens and young adults ages 15-24, only
30.8% of 'Indian discharges were privately covered and 20.9%

| acked insurance. The nost narked differences between |ndians
and all races were evident in the 25-64-year-old group; 49.4% vs.
30.9% wi th government coverage, 38.1% vs. 60.2% wth private
coverage, and 22.0%vs. 11.9% uninsured. This age group benefits
the most from enployment-related insurance coverage; however
California Indians do not benefit nearly as nmuch as the o
California general population. Among elders 65 and over, simlar
proportions of Indian and total discharges were covered b
government payers. However, Indian hospitalizations are 1ess
likely to be covered by Medicare (78.2% vs. 87.49% and nore .
likely to qualify for Medi-Cal (9.9% vs. 3.2% based on |ow
income and |ack of other coverage.

These findings on a sanple of the elderly who do get hospitalized
hi ghlight the need to study the conditions and resources of all

ol der Anmerican I|ndians, who may have ?oor access to hospital care
because of lack of insurance. ~For all age groups, population-
based studies are needed to assess unmet need for both in-patient
and out-patient care. Such studies could be expensive to

conduct, given the dispersion and nobility of the Indian

popul ation and the difficulty in identifying Indian persons
outside of reservations. Research strategies need to be
carefully planned with central involvement of the Indian
community and agenci es.

OUT- PATI ENT CARE
Statewide dinic Database

Limted information is available on Statewi de utilization of out-
atient care by Anerican Indians in California. Non-hospital-
ased clinics are required to submt data, including patients'
race/ethnicity, to OSHPD on an annual basis. Licensed clinics of
the followng types are included in the OSHPD Annual Report of
Cinics: comunity clinic; free clinic, psychology clinic,
surgical clinic, chronic dialysis clinic, and rehabilitation
clinic. Community clinics should include the tribally-operated
638 clinics and the urban Indian clinics, but the conpleteness of
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reporting for these and all other clinics in the State is

unknown. ~ In 1988, 43,636 Indian patients FZ.B?bof total o

- patients) were reported in this database of clients making clinic
visits. This appears to be a good representation of Indians in
California. However, 1HS-eligible and ot her |owincome |ndians
woul d be expected to seek care fromclinics nore often than from
private providers. Overall utilization of out-patient care
cannot be evaluated, since no conparable source of data is
available to estimate use of non-clinic services.

I8 California Area Ofice (cao) 1990 Profile

Information on the status of the IHS-funded 638 clinics is
integral to this report, since the Tribal Health Program
operations define the quality of care available to IHS-eligible
persons and require adequate funding to serve the entire

popul ation defined as eligible. Following are excerpts fromthe
rePprt repared by the Area Planning Branch, "California Area
Otice (CAO 1990 Profile,” which indicate some of the needs for
gddltaonal resources in a system already stressed by grow ng
emands:

. . . Wth a US. Census population of over 200,000 Indian
people, less than fifty (50) percent of these Indian people

are currently registered and/or utilize the health care
delivery system as provided by the Tribal 638 Contracted
Prograns and Consortiuns, Uban Health Progranms, and the
Indiran Al coholism Programs. The use of the State's Medi-Cal
system with non-1HS/ Tribal providers, under-sized, under-

staffed, under-equipped, and under-funded Tribal prograns
and facilities, and poor accessibility in some rural areas.
have contributed to the |ow nunbers “served

As of Decenber 1989, there were 94 federally recognized
Indian Tribes in California with many others in the process
of seeking federal recognition. The majority of the triba
popul ations are too small to operate full fledged health
stations, health centers and hospitals and therefore by
necessity, they have formed health consortiuns wth

nei ghboring tribes to provide their much needed health care
services and programs. There are presently 21 rural tribal
heal th program operating units, 8 urban health prograns and
14 al cohol prograns.

The delivery of health care to the State's Indian popul ation
presents a unique challenge to the IHS. First, unlike other
Areas of the IHS, California is a total 638 contract state
where the tribes have established and maintain full .
responsibility for the devel opnent and operation of their
own health care facilities, prograns and services.

39



Secondly, no tribal health facility or programin California
has been designed, built, staffed, equipped or funded even
at the mninum requirements of the IHS health facility
planning criteria and therefore 638 is-merely a funding
mechani sm and not an |IHS takeover or start-up facility or
Qrpgram as is the case in nost other IHS 638 contracts.
hirdly, IHS service units have never been officially
sanctioned in California, but instead, service areas have
evol ved over tine which reflect denvgraphlc_concentratlons
and POlItlcal negotiations by the Indian tribes thenselves
and the subsequent health consortiuns.

Finally, individual tribes and/or tribal consortiums who
contract under the 638 contracting or Buy-lndian mechani sms
for the nost part, have becone incorporated in the State of
California as non-profit corporations with boards of
directors governing the service area program Health
program staff are enployees of the individual corporations
and recruitment and retention of quality staff remains a
continual problem as well as the financing of such

enpl oyees.

There are no IHS inpatient facilities in California, and
patients who require hospitalization utilize ... ,
facilities that are |ocated nearby. In sone cases,-triba
physi cians have privileges at the local hospitals and follow
their patients through the system Otherwise the patients
are referred to private physicians using contract health
services funding and/or alternative resources.

The lack of direct IHS operations and the underfunding of
the tribal programs has resulted in a greater reliance on
out si de agencies such as Housing and Urban Devel opment (HUD)'
Communi ty Devel opnent Block Gant Program State Indian
Heal th Branch, and other funding sources to supplenent_IFB
funding. A vital role of IHS in California is to provide
technical assistance to tribal clinics in such areas as
preparation for accreditation by the Joint Commi ssion on
Accreditation of Health Care Oganizations (J .
devel opnent of clinic protocols, developnment of Quality
Assurance (QA) Plans, tacility planning, health board
training, developnent of a usable patient data base and MS
systems. The Area Ofice also provides nonitoring and
contract conpliance.

The majority of IHS planning is concentrated on efforts for
the rural workload. " In nearly all of the prograns, the
registered user count reveals that the threshold
population[s] necessary for _conprehensive service

devel opnent ‘are not net. This is indicative of the snal
size and renote character of service area progranms.
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Al'l Rural and Urban progranms provide dental care to the
eligible Indian population within their service areas.
These dental programs vary in size froma part-time dentist
and dental assistant working at a two chair dental clinic to
a programwith four full-time dentists, one full-time dental
thlenlst and eight full-time dental assistants utilizing
thirteen dental treatment rooms.

The primary mssion of cap is to raise the health status of
American Indians to the highest possible |evel b% supporting
a conprehensive health care delivery system and by .
increasing the capability of tribal health contractors in
meeting their health needs.

Maj or Health Problens

The pattern of acute and chronic otitis nedia, diabetes, and
thertenS|ve disease is simlar to the pattern found
throughout the IHS. Trauma from hom cide, suicide and

acci dents account for 23% of the major causes of death.
California Indian comunities are heavily inpacted by'
substance abuse and the many disruptive consequences
attendant to these problens.

The provision of maternal and child health services has'been
I npacted by the rising cost of malpractice insurance \
premums. The infant nortality rate statewide is 10.3
[deaths per 1,000 live births]. Wth changes in the
extension of Federal Tort Caims protection it iS now
possible for tribal contractors to begin to develop
cggprehen3|ve_prenatal servi ces. Cbstetrlps/6¥necology

( “GYN) specialists, however, are not available in nost
rural areas.

Sanitation & Environmental Health

Statewi de there are 70 Comunity Water Systems, 10 Community
Sewer Systens and 17 Solid Waster Disposal Systens operated
and maintained by Tribes. There are approxi mtely 500

I ndian honmes that are on individual water systems” and 2,910
homes on individual wastewater disposal systems. The need
for new water and sewer hookups and upgrades [is] shown in
the follow ng table:

Tvpes Of Service Nunber Needed

| ndi vi dual \ater Systens _ 270

Communi ty Water Service-connection 270

| ndi vi dual \ater System upgrades ‘53

Communi ty Sewer-connection 100

| ndi vi dual Wastewater Disposal System 340

I ndi vi dual Wastewater System upgrades 6 1 0
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Sone of the individual facility needs will be funded in
conjunction with HUD Housing or HUD Community Devel opnment
Bl ock Grant projects. :

Subst ance Abuse Proaram

The nunber one health problem facing California Indians, is
related to al cohol and substance abuse. A high percentage
of clinic visits, deaths from accidents and hom cides, and
nental health problens are alcohol-related. For these
reasons, the Area office has placed enphasis on-activities
related to prevention and on providing outreach to a greater
nunber of Indian people. In FY 1989 there were 33 |ndian

al cohol prograns in California with 7 nmore planned for the
comng year .... Aneed within the tribal programs is
addi tional” funding necessary to hire full-time nmental health
counselors in 19 tribal progranms, including masters |evel
heal th/ social workers for data coordination and children's
servi ces.

[th E Lon,

Few of the tribal 638 prograns in California have Health
Education Prograns. The historical |ack of conprehensive
health programs within California with its resultant lack of'
funding has resulted in few health educators anmong the
staffs of tribal health programs. One goal of the area
heal th education programis to develop tribal health
education programs based on identified needs. This w

i nclude the development of a California Area and Tribal
Education Program Plan .... The workload and identified
need for health pronotion and disease prevention activities
will require at least one or nore full-tine area health
educators and at |east seven full-time health educators
within the tribal prograns.

The California Area Ofice experiences a disparity of health
education funding in conparison wth other conparable Areas
inthe IHS. California tribes have realized this disparity
and are increasingly looking to the IHS for guidance and
technical assistance in order to provide nore conprehensive
prograns.

Area Dent al Program

For the nost part, the dental program was the first health
conponent to be developed within the various tribal 638
programs and has proven to be a solid. foundation for
expansion into medical and other health service conmponents.
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Several concerns of the cao dental program include the slow
turn around of dental data received fromthe Dvision of
Dat a ProceSS|n? Services (DDPS) in Al buquerque, the grow ng
nunber of non-Indian patients receiving dental services in
California, the ever present broken appointments and the
overflow from nei ghboring tribal program areas.

[In findings froman Oal Health Survey of Native Americans
published in January 1985, the nunber of dental services
required for the | service population in California was
507,226. The nunmber of dental services provided to |ndians
in rural and urban programs in fiscal year 1988 was 156, 481,
or 30.9% of the estinated need in that survey.]

Phar macy

The majority of the tribal clinics in California. do not have
a pharmacy or pharmacist(s) and thus have to rely on .

pur chasi ng expensive <jrug prepacks for physician dispensing
or use money to buy drugs fromlocal pharmacies. Triba
clinics cannot "utilize the governnent depot system to gain.
econom es of scale. Tribal clinics are not able to educate
the patient on how to properly take their nedications,
provide in-service to the clinic staff on drug issues, aid -
the physician in nonitoring drug therapy and mnotor drug
utilization. There are no pharmacists to ensure that true
generic equivalents are being substituted. Those few
clinics that do have pharmacists have trouble recruiting 'and
retaining these professionals.

The Area has assigned duties to a part time Area Pharmacy
Oficer to help address Fharnacy I ssues. A pharmacy needs
assessment has been conpleted and a plan outlined to address
the issues of cost containnent, patient safety and |egal
requirements including the notion of an area or regiona

di spensary. A full-trme pharmacy officer will be required
to fully nmeet the needs of California tribal clinics ....

Pl anni ng Assunptions

Popul ation sizes and dispersion of tribal groups in the
California Area makes it unlikely that a hospital-based
service programw || develop within the area. Because of
this, triba Frograns will continue to rely upon the private
and other public sector hospital facilitieS to nmeet

I npatient and energency needs. Since the mmjority of the
programs have not devel oped expertise in |aboratory, .
pharnmacy and x-ray specialties, these services will continue
to be purchased fromthe private sector. The further ,
erosion of funding for public assistance prograns, including
the Medi-Cal system and the spiraling costs of health care
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in the private sector, wll create a shift of patients into
t he eligible work load ... (pp. i-ii, |-7)

Urban I ndian d.inics

Urban Indians are generally not eligible for IHS services, and
little is known about theitr health status and needs. In an urban
| ndi an needs assessnent conducted by Cerald HIlI, MD., in the
San Francisco Bay_Area in 1986, 30% of the respondents reported
fair or poor health.® This contrasts with 12% of the genera

U S. population reporting simlar health status in 1976-78. Over
a third of Bay Area Indians (34% had no public or private health
I nsurance coverage, conpared to 9% of the general population in a
1982 national access survey. Forty-one percent reported that
they had not received needed nedical care within the previous six
nmonths, conpared to only 6% of total famlies in the national
survey. UWilization of preventive out-patient care'was also poor
compared to the general population. Data on tribal affiliation
and Federal recognition were not collected, but reservation-based
services remained an inportant source of care for this urban

popul ation. Five percent named IHS facilities outside of the Bay
Area as their usual source of care, and another 15% stated that
soneone in their household had sought nedical or dental care on a

reservation i n the previous year.

A report prepared for IHS by the Anerican Indian Health Care
Association summarized data from eight California urban Indian
health clinics for FY 1988, though reporting appeared to be

_incomplete.®® Total encounters reported were 18,313 for nedica

visits and 13,798 for dental visits. The nunber of Indian users
was reported to be 2,605 for nedical services and -2,119 for
dental care. According to the survey findings discussed above,
the nunber of Anerican Indians |acking health insurance in the
Bay Area alone may total more than 6,000. A significant nunber
of urban Indian people |acking other resources may rely on rura
health care supported by the [HS

REPORTABLE | NFECTI QUS DI SEASES

One of the inportant historical achievenents of the IHS has been
the decline in nortality for reservation Indians because of
tubercul osis and other 1nfectious diseases. However, 1t appears
that Indians are still more vulnerable than other groups to
conmmuni cabl e di seases because of poverty, substandard housi ng,

and ot her socioeconomc disadvantages." The quality of
race/ethnicity data-for 1987 in the CDC National Notifiable

Diseases Surveillance System was found to be inconplete and

variabl e, thou%h the reported incidence of infectious diseases
was consi derably elevated for racial minorities.” Reported
incidences of gonorrhea, hepatitis A ' and shigellosis were

hi ghest for Anerican Indians and Al aska Natives; Indian rates
were also quite high for hepatitis B and tubercul osis, and could
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not be calculated for the other diseases studied. Considering
these and other findings, Indian cases of gonorrhea, s%phllls,

- tuberculosis, and hepatitis B in California appear to be under-
reported in Table 74,

The need for better racial/ethnic coding and nore conplete
reporting of Indians in conmmunicable disease surveillance is
nowhere nmore clear than in the case of AIDS. A Los Angel es study
i ndicated that up to 50% of Anerican Indian AIDS cases may be
racially msclassified in the Los Angel es County AlIDS
survei I'l ance registry.* The total nunber of Indian AlIDS cases

of all ages reported to_the CDC through June 1991 was 273,

(H'V/ AL DS surveillance)® but anecdotal evidence and the presence
of numerous risk factors suggest that the actual nunber may be

much higher.'®

Native Americans are in the |owest econom c bracket,
are | ess educated, die younger,' suffer more health
robl ens and substance abuse, go to prison nore often
ave far inferior access to health care, poor diets,
hi gh unenpl oyment, higher rates of conmmunicable
di seases, otitis media, upper respiratory infections
and nore accidents, homcides and suicidées than the
popul ation as a whole. The poor health of Native
Anericans may speed the devel opment of AIDS in an HV

infected individual. Lack of access to technol ogically
advanced health care and the nmeans to pay for it wll
hasten death once ill. (Easthope and Asetoyer, pp. 2-3)

Provisional data fromthe CDC show a recent sharp upswing in the
nunber of reported tubercul osis cases to American Indians in
California: 41 cases in 1990, conpared to 29 in 1988, and 27 in
1989. For 30 years prior to 1988, the trend was waning and the
statistics were generally consistent. In California, as in the
U.S., tuberculosis appears to be an increasing problem  Though
reporting procedures and classification issues my cloud the
meaning of the TB data, this may_ be another indicator of the
inpact” of AIDS on California indians.?

FEDERAL AND sTATE HEALTH AND WELFARE PROGRAVS

Wth the assistance of the Indian Health Program of the State of
California Departnment of Health Services, available data'on
Indian participation in Federal and State health and welfare
prograns were surveyed. These prograns are inportant as
resources for health care, health-related and social services,
and income support. Gven the |owsocioecononic status and
significant health problens denonstrated for Anerican [ndians,
access to a wide range of services appears to' be essential.
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Sone gover nnent J)roPrarrs operate in conjunction with the
tribally-operated clinics, while others nust be accessed

i ndependently. It was beyond the scope of this study to
thoroughly assess the needs for and utilization of various
programs; instead, the representation of Indians among clients
receiving selected services was reviewed. Wth adequate
resources, a nulti-agency database could be produced that would
hel p to coordinate and ensure proper utilization of government
prograns by Anerican Indians in California.

Table 75 presents 1987-90 data on participation of American
Indians in the Food Stanp program and programs of the Department
of Social Services, Mdi-Cal, OGfice of Famly Planning, Mental
Heal th, Child Health and Disability Program Departnment of

Devel opnental Services, Departnent” of habilitation, and
Preventive Health Care for the Aging. In the State as a whole,

| ndi ans appeared to be under-represented (less than 0.8% anong
all clients receiving services except for Food Stanps, Ad to
Famlies with Dependent Children (AFDC), and Geater Avenues for
| ndependence (GAIN), which is an AFDC-related enploynment program
These estimates of representation in the service popul ations
cannot be guantified in relation to actual need. One further
indi cator of extreme need, not shown in the table, is the nunber
of Indian applicants (181 famlies) a‘oproved for AFDC Honel ess.
Assi stance, representing 1.6% of tota aPproved appl i cants during
I\/h}/ 1989. This information should pronpt an investigation of .the
extent, causes, and consequences of honel essness anmong the Indian
popul ation in California.

Wiere data were available, the representation of Indian clients
in the primarily federally recognized and non-federally

recogni zed counties was also examined. In both subgroups of

| ndi an counti es, .Partlm pation was extremely low in the Child
Health and Disability Program (CHDP), California's Early and
Periodic Screening, Diagnosis and Treatment program (EPSDT).
Indian clients were under-represented anmong nental health and
famly planning clients in both federally recognized and non-
federal 'y recognized counties, and appeared to be better
represented in the Food Stamp programin both areas.

More detail is presented in Tables 76-78 on services provided to
and characteristics of Indian clients in some of these prograns.
Data shown in Table 76 indicate that American |ndians recelved
low levels of Medi-Cal funding in FY 1988 for all services except
rural health and other clinic services, which nmay primarily
represent services received in tribally-operated clinics.  No
Indian clients were identified in FY 1988 as Medi-Cal recipients
of in-patient psychiatric services or nental health services for
the aged in nental hospitals, skilled nursing facilities, or,
internediate care facilities. Medi-Cal‘® funding was also mi nimal
for utilization by Indians of all intermediate-care facilities,
dental services, and home health services.
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Data on State-funded family planning services indicate that
Indian clients were younger than clients of all races in FY 1988
%Table 7). Annng Anerican Indian contraceptive clients in FY
988, 31% were under age 19, conpared with 19.2% of total

clients. Athough the nunbers of all male clients were small, it
I's notable that Indian nales represented a higher Progort[on of
total clients than did Indian females. In spite of the high

Prevalen¢e of teen childbearing anmong Indians, these data suggest
hat fam |y planning progranms may provide useful sites for a
variety of health pronotion and treatnment Prograns targeting

I ndi an” teenagers. A higher percentage of Indian females using
Ofice of Famly Planning services did not receive any
contraceptive method (8.8% vs. 5.7%of all clients). "~This may
indicate that Indian clients were nore |likely to be pregnant or
seeking pregnancy, to be dissatisfied with previous methods, not
to be sexually active, or were unable to utilize available
prescribed nethods due to poor health status.

Tabl e 78_conﬁares the major disabilities of Indian and total
clients in the State Departnment of Rehabilitation in FY 1989.
The high proportion of Indian clients with alcoholismas their
major disability (29.8%vs. 12.2% of total clients) reflects the
severity of alcohol-related problens in the Indian comunity, but
. could also indicate a relative lack of needed services in ot her
areas, especially nental health and other dru? treatment.
Characteristics of Indian clients served by state drug and
al cohol programs in FY 1989 are shown in Table 79. | ndi an
clients, especially in the primarily non-federally recognized
counties, were nmore likely to be fenale than male. A s mal |
Réo ortion of Indian clients (6.8% Statew de) were under age 1'8.
st services were provided on an out-patient basis; in the non-
federal |y recognized counties, only 4.7%of Indian clients
received in-patient treatment. The vast majority of Indian.
clients (100.0% in non-federally recognized areas) |acked private
heal th insurance. Over 60% of Indian clients were being treated
primarily for problems with heroin. Only 41 Indian clients
Statewide (4 in federally recognized counties and 6 in non-
federal |y recognized counties) were admtted to prograns
primarily for alcohol treatment. The availability and .
accessibility of alcohol and other drug progranms for California
Indians is an inportant topic for future study.

ASSESSMENT O NON- FEDERALLY RECOGNI ZED | NDI ANS OF CALI FORNI A

[ nt roduction

Part (E) of P.L. 100-713 (Section 709) requires the IHSto

provi de an assessnent of the actual availability and
-accessibility of alternative (non-1HS) health'care resources for
California Indians who are not nmenbers of a federally recognized
tribe of California. The follow ng section describes the design
inplementation, and results of the assessment conducted by the
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California Tribal Health Progranms to obtain this requested

information on health care needs, current utilization, and

%th e][nat ives available to non-federally recognized Indians of
i fornia.

Background

According to IHS registration records, approximately one-fourth
of currently registered Arerican Indian individuals at California
Indian Tribal Health Cinics are not nenbers of a federally
recogni zed Indian tribe of California. Eligibility for IHS-
funded care for these persons is authorized currently under the
1988 Indian Health Care Anmendnments. The criteria for eligibility
outlined in those amendnents includes three categories: 1)
descendants of a California Indian alive in 1852, 2) individuals
who hold trust interests in a public domain, national forest, or
Indian reservation allotment in California., or 3) individuals who
are listed on the plan for distribution of the assets of
California rancherias and reservations under the Act of August

18, 1958. Hereafter in this report, persons in these three
categories will be referred to as non-federally recognized
Indians of California (NRICA).

Three years ago, Congress requested in Section 709 of P.L. 100-
713 that: vin order to provide Congress with sufficient data to
determne which Indians in the State of California should be
eligible for health services provided by the Service (IHS), the
Secretary shall prepare and submit a report to the Congress ...
which sets forth .. . (E) an assessnent of the actual

avai lability and accessibility of alternative resources for the
heal th care of such Indians that such Indians would have to rely
on if the service did not provide for the health care of such
Indians." The law further specifies that the report shall be
prepared with the assistance of the Tribal Health Prograns' of

%Il (I:Af‘)OI’nI a providing services to the Indians described-(i.e.,

Determning the availability and accessibility of alternative
resources for care of non-fe.deraII?/ recogni zed Indians of
California (NRICA) is a particularly difficult task. First,
defining and |ocating the |oopul ation of interest is difficult,
because there is no central register of California Indians who do
not belong to a feder_allg recogni zed tribe. Second, no existing
source of data is available on how many of the NRI CA have
alternate resources for health care, such as private health

i nsurance or Medi-Cal coverage. Mny of these individuals are

| owincome and would have to depend upon public prograns for
health care. However, the public prograns. currently available
for Towincone Californians vary greatly by county, naking an
overal | assessment of alternative resources difficult,
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Finally and most inportantly, individuals generally do-not
explore alternatives until the tinme of actual need. Thus, ang
information obtained on health care alternatives would be at best
specul ati ve.

After consideration of the difficulties and limtations noted
above, a subcommittee of the Tribal Advisory Conmttee decided
that the nmost appropriate way to collect the necessary '
information would be through an assessment of the NRICA conducted
bK the California Tribal Health Programs. This would allow for
the collection of information fromthis group on current and

?E%ential use of alternative health care sources not funded by

Survey of Anmerican Indians and Al aska Natives (SAIAN)

The 1987 SAI AN, which was devel oped and conducted by 'the ﬁgency
for Health Care Policy and Research (AHCPR) of the U S. PHS,

i ncl uded many conponents relevant to the California survey. The
SAI AN was designed to produce statistically unbiased estinates
that were representative of the civilian population living on or
near reservations and eligible for the 1#s.. The survey used a
nul ti-stage probability sanple desy%n to identify almst 2,000
fanlies, representing 6,557 civilian non-institutionalized
persons eligible for IHS care. The SAIAN was conducted as a-
companion to a larger national survey, the 1987 NMES, which was
des!Pned to provide estimates representative of the tota
civilian non-institutionalized population of the U S

Both surveys collected information on health status, health care
utilization, and health expenditures. In particular, the Access
to Care Supplement to these surveys contained specific _questions
relevant to the legislative mandate for this report. The

suppl ement was develgged from prior surveys admnistered by the
National Center for Health Services Research and Health Care
Techno!ogY (AHCPR's predecessor) in 1977 and 1980 and was
extensively Pl|0ted and validated with Anerican Indian
respondents. V7 Several supplements were self-admnistered, but
the majority of the surveys were admnistered by trained
interviewers. Results fromthe NMVES and SAI AN Access to Care
Suppl ement have recently becone available, and were used whenever
possi bl e for conmparison in this report.’'230

Population Assessed

There is no current list of California Indians who are not
menbers of a federally recognized tribe. However, the Triba
Health Programs' registration information maintained by the
California-Area 1IHS since 1987, includes information on tribal
menbership and codes for NRICA. The classification system used
by IHS was changed in 1988, and deserves a short discussion
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Prior to 1988, Indians were registered by either their tribe of
affiliation or tribe of nenbership. Because of increasing
concerns over e|I$:bI|Ity_ISSUGS, | HS began a nationw de effort
to register all their patients by the tribe of enrollment. On
August 23, 1988, the Director, IHS nationally issued a directive
dictating that docunentation of enrollment in a federally
recognlzed tribe would determne eligibility for services as of
Cctober 1, 1988. The Federal Reaister of cenber 29, 1988,
listed tribes that were federally recognized.

Before 1988, individuals in California who were considered
Amrerican Indians but not menbers of a federally recognized tribe
of California, i.e., NRICA mght be coded bythe Tribal Health
Facility according to the tribe of affiliation or as "00o* (non-
Indian). A nenorandum dated Septenber 29, 1988, directed the
clinics to change the code for these Indians to "997 - |ndian
non-tribal member" (Appendix 6).

The Director, California Area IHS in conjunction with an advisory
board, nodified the classification system to better define NRICA
who were eligible for IHSfunded services.' The codes and

definitions are listed in Table 80. If individuals live on or
hold an interest in trust land or Indian allotnents, they were to
be assigned a code of 740. If they did not fit into code 740,

‘but had received nmoney from the distribution of California Indian
Judgenment nonies in 1974, they were to be assigned code 741. |f
they did not fit into either category, but could verify that they
were descendants of a California I'ndian who was alive in 1852 and
that they were considered to be Indian by the Indian community,
"they were to be assigned a code of 742 (Appendix 7).

The Tribal Health Cinics have attenpted to update their
reglsters utilizing these new codes. As of November 1990, only
17% of the registered users in California had old codes.
However, the rate of patients with old codes varied by clinic
fromless than 0.1% to over 50% in one large clinic (14,000
registered clients). In some clinics, the presence of old codes
indicated an inactive patient who had not returned and thus had
not had the registration updated. dd codes could also be found
in clinics which had been lax in updating the registration
information. Aso, sonme of the clinics reportedly updated _
registrations into the new coding system based on information in
their files, but did not confirmthe information with the
patient.

The IHS classification system for NRICA was used as the sanplin

frame for this assessnmenf. Individuals registered under the 74
741, 742, or 997 code in the IHS clinic registration system were
included. It is inportant to note that these'selection criteria

do not include Indians who mght be eligible, but have not
registered at a California Tribal Health Programin the last 4
years. Non-federally recognized Indians registered only at urban
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Indian health programs or registered under the code of wooo» are
al so not included. While this choice of criteria does not
include all NRICA it does identify the population of greatest
interest for this report: NRICA who utilize the California Triba
Health Programs for sone portion of their health care. Further
study to gather information about health status and access to
care for non-federally recognized California Indians who are not
currently clinic users would be a nuch nmore ambitious and

expensi ve undert aki ng.

A random sanmple of adults 18 years and ol der were selected from
Pat|ents who had registered as codes 740, 741, 742, and 997 on
he | HS registration systemin Mirch 1991.  The sanple size (n =
640 for wonen and n = 640 for men) was selected, based on an
estimated 60% response rate, to yield estimates of access.
measures that were accurate within + 5% |Individuals registered
at more than one clinic were assigned to the clinic closest to
their home address.

Methodoloqgy

Information was collected on current insurance status, current
use of Tribal Health Prograns and other providers, and financia
and other barriers to receipt of care. st.|nPortant was
information on the availability and accessibility of alternative
sources of health care if the Tribal Health Progranms were no
| onger available. Table 81 outlines the SAIAN sources for the
California instrunent (see Appendix 8). The majority of
guest|ons in California were taken from the Access to Care

uppl ement with mnor nodifications. APProvaI of the project was
obtained fromthe California Tribal Health Council, the
California Area |HS Research Conmmttee and Institutional Review
Board, and the INS National Institutional Review Board (Appendix
9). OQverall coordination of the assessnent, |ncIud|n?
interviewer training and tracking, was undertaken by the
California Rural Indian Health Board and the California State
Indian Health Program with the cooperation of participating
California Uban Health Programns.

California Tribal Health Programs which were not able to contact
at least 85% of the sanple or successfully conplete at |east 25%
of the forms were elimnated fromfurther analysis. If it was

di scovered that a person had died, that individual was renoved
fromthe sanple. Conpleted forns from individuals who did not
meet the el|ﬁ|b|l|ty criteria were elimnated from further

anal ysis. The age and sex distribution of the respondents was
conpared to non-respondents, including those who declined to
participate. Data from respondents were subject to univariate
and bivariate analyses. Technical assistancewas provided by IHS
in the analysis of the assessnent.

51



Results

A total of 1,288 forns were to be distributed to the 21
participating Tribal Health Progranms based on the selection
criteria described above. O those, 1,120 forns were returned
for data entry. After excluding non-participating clinics, 1,013
responses representing 12 clinics were retained for analysis.

The nine excluded clinics included one fairly large clinic and
eight small clinics.

Table 82 outlines the final disposition of the fornms. The

compl etion rate was 40%, based on 407 conpleted forms. Twenty-
four (2.09% of the patients were reported by the clinic staff to
have died, and 38 (4.0% declined to participate. Despite
aﬁgreSS[ve efforts of the Tribal Health Prograns to |ocate all
the individuals selected, over half of the sanple (54% could not
be contacted for participation. Many in this group were noted to
have moved to another part of the state or out of state. sixty-
nine of the forms (7% were not returned for analysis and were
consi dered part of the "unable to contact" group.

Table 83 profiles the age and sex distribution of the respondents
and non-respondents. Respondents were nore likely to be ol der
and female. The Tribal alth Prograns contacted 123 respondents
(309 by Phone and 284 respondents (70% in person. No
significant differences were noted in the age and sex
distributions between these two groups.

Fifty-nine (149% of the respondents did not neet one of the'three
criteria_of holding trust lands, Indian judgenents, or descendant
status %Table 80) and were elimnated from further analysis.

This left 348 respondents who net the3d criteria for final
analysis. The reported tribal status for these 348 eligible
respondents is shown in Table 84. The first colum displays the
nunper of individuals who indicated they belonged in that
category. The second col umm shows how the respondents shoul d be
categorized according to the IHS systemoutlined in Table 80.

A surﬁrising finding was that alnost half of the respondents that
met the criteria also reported that they were enrolled in a
federal |y recognized tribe. The analysis was conducted for the
entire eligible group (n = 348) and separately for the group who
did not claimto be enrolled in a federally recognized tribe fn =
184), The results were so simlar for the two groups that only
the results for the larger group are reported here.

Characteristics

The denographics of the NRI CA population are shown in Table 85
conpared to those Anerican Indians reported in the SAIAN and the
total U S population in the NVES. The NRI CA and SAIAN

popul ations both had fewer elderly individuals than the U S.
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po

ation. Both Indian populations were also less likely than

ul
?he %eneral popul ation to possess education beyond high school,
but NRICA were less likely to have college education conpared to
the SAI AN population. The NRICA household size was nore simlar

to the U S population than to the SAIAN population, in which
larger famly grouP|ngs were common. Although the NRICA famlies
were smaller overall than the SAIAN popul ation, they were nore
I|kelﬁ to have households with children under the age of 16.

Over half of the NRICA respondents reported an annual household
|n§one.wnq§r $12,000; conparable SAIAN or U.S. income data were
not avail abl e.

Table 86 outlines the health status and utilization and access
nmeasures of the NRICA conpared to those reported in the SAIAN and
NMES. The perceived health status of the California NRICA
respondents was simlar to that of the SAIAN and U.S. popul ation
Twenty-eight percent of the NRICA sanple reported one or nore
chronic health problens such as diabetes, hypertension, rena

di sease, or respiratory disease. This contrasts with the 42% and
39% rates of one or nore chronic conditions reported in the SAl AN
and U. S. popul ations, respectively. However, this difference is
expl ained by the inclusion of arthritis, rheumatism and gall
bl adder disease in the SAIAN and NMES questions regarding chronic

. disease: the NRICA assessnment did not include these conditions in

Over hal

the conparabl e question.

The travel time and maitin? tine r?Ported by the NRICA were nore
simlar to those reported for the U S. population than to those
reported for the SAIAN population. Three-quarters of the NRICA
respondents reported that they had a usual source of nedica
care. This rate was lower than for the SAIAN popul ation, in
which 91% reported a usual source of care -- generally an IHS
facility. he NRICA rate was also |ower than the rate for the
U S. population overall, but simlar to ethnic mnorities such as
bl acks F??@b and H spanics (73% (Personal conmunication, AHCPR)
of the NRICA respondents reported three or nore visits
to a health care provider in the past year, with an annua
average nunber of visits of 6.5 for the entire group. Thirty-six
ercent also reported a visit during 1990 by a Comunity Health
epresentative, a type of hone health aide trained and utilized
extensively in the 'HS system Over half of the NRICA
respondents did not pay any out-of-pocket -expenses for health
care in 1990, but the average payment for 1990 for the entire

-group was $356.

The majority of NRICA respondents held some type of health care
coverage, as shown in the first colum of Tabl'e 87. The nost
common was Medi-Cal (28%), followed by private insurance (24%
and Medicare (14%. One-third had no form of health insurance.
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The majority of individuals wth health insurance coverage had
used their insurance to pay for nedical care in 1990, as shown in
the second colum. Respondents were also asked »1f %ou appl i ed,
would you be eligible for any of the follow ng health paynent
sources?" and presented with the sanme choices of coverage.
Responses to this question are shown in the third colum of Table
87. Asmall increase in coverage was indicated for both private
and public insurance, but 29% of the NRICA could not identify any
form of coverage for which they would be eligible.

Table 88 conpares the NRICA's current insurance status with that
reported in the SAIAN and with various U S. subgroups from the
NVES. Approximately a quarter of both the NRI and the SAIAN
oRuIatlons had private insurance, which was nuch [ower than any
ther ethnic subgroup in the US., and decidedly |ower than the
5% rate of coverage for the U S. population overall. The NRICA
popul ation was also four times as likely to have public insurance
and twice as likely to be uninsured conpared with the overall

U.S. popul ation.

P
0
y

The usual site of health care for those who reported a usual
source of health care is detailed in Table 89. CUrrent!g, 60% of
the NRICA respondent popul ation identified the [ocal Triba
Health Program as their usual source of care, compared to 24%
reporting a doctor's office or groug practice. The remai nder
reported various sources such as hospital out-patient clinics,
emergency roonms, urgent care clinics, and comunity clinics.

In reporting on alternate resources for health care, 38% of the
NRI CA group indicated that they would use a Tribal Health Program
(Table 89). The major expected shift in care was to county

i ndi gent programs, community clinics, and emergency rooms. Seven
ercent reported that they did not know where they woul d %o.

here was no _anticipated shift to private physicians in the
comunity. Results regarding travel time, ease of travel, and
waiting tine related to alternative sites were simlar to those
for the current sites and were not included in the tables.

One third of the NRICA respondents reported at |east one unnet
health care need during 1990. The nost connunlg ment i oned types
of unnet health care needs are listed in Table 90. The nost
frequentI% nmentioned need was dental care reported by 22%,
fol | owed by other types of squlles (e.g., diabetic supplies,
orthopedi ¢ supplies, and eyeglasses) reported by 19%, and _
prescription nedications reported by 18% Factors in the choice
of health care that were named as very inportant by nore than 50%
of respondents were: respect and kindness, dental Tcare,
affordability, help in obtaining other'services, understanding of
American Indian ways, and ease In getting to'the clinic (Table
91).
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Populations Of 8pecial Concern

There are a number of subpopulations that are of special concern
to policy makers and health care providers. Statistically
significant information cannot be derived from the snmall 'NRI CA
sanpl e, but descriptive information on these subgroups is

provi ded here:

Pregnant wonen: Twenty-three women out of the 122 wonen aged 18
to 45 reported a pregnancy during 1990. N ne of those women
reported difficulties in obtaining prenatal care.

persons with chronic conditions: Mre than a quarter of the

respondents reported one or nore chronic conditions. This group
was generally ol der than the total sanple and nore likely to
report unmet health care needs.

Elders: Increasing age was associated with poorer health status
and nore chronic conditions. Less than 5% of the elderly NRI CA
IaClli/ebgj' hgglllth I nsurance, but half of those on Medicare were al so
on i-Cal.

Uni nsured persons: One-third of the respondents had no health
Insurance. Conpared to those with some form of health coverage, -
they were twice as likely to lack a usual source of medical care
(a statistically significant difference). O those who did
report a usual Source of care, 70% reported using the Tribal
Heal th Program and the remainder used enmergency roons for their
care. [Ease of payment for care was an inportant factor in the
choice of health care for the uninsured. Menbers of the
uninsured group were nore often young and male, reported fewer
chronic conditions, and enjoyed better health status than the
total group. Interesthgly,.none of the uninsured group reported
an unnet health care need during 1990.

Persons with no usual source of care: Approximately one-fourth
reported that thei did not have a'usual source of care. This
group was nore likely to be male than the total group, and
reported finances as a major barrier to the recerpt of health
care.

Discussion

The results of this assessnment of California NRICA are severel
limted in a number of ways. The nmost obvious limtation is the
| ow response rate, which resulted in a smaller-than-desired
sanpl e size. Because of this [imtation, one should be very
cautious about generalizing the results to the entire NRICA
‘population. Informal notes made by the assessment team

| dentified about half of the non-respondents as having noved away
fromthe area or having been incarcerated. These observations
are consistent with the finding that non-respondents were nore
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likely to be youn%_nales, who tend to follow seasonal work and to
be very nobile. hus, it is difficult for a clinic to maintain a
current address for these clinic users. The remainder of the
non-respondents could not be located for interviewng, despite
three attenpts by the clinic staff. Miny of these latter

i ndi vidual s had post office boxes and di'd not have a phone. (n
the other hand, the group successfullxbcontacted may accurately
represent active users of the Tribal alth Programs; therefore,
the |low response rate may not seriously inpair generalizability
of the study findings to the active user population of non-
federally recognized California Indians.

-one half of the individuals currently coded as non-federally
recogni zed reported they_mere enrolled in a federally recognized
tribe. Federal recognition is such an inportant issue for
California Indians that self-reported msclassification of this
magni tude seems unlikely. However, several menmbers .of the Triba
Advisory Committee beliéeve that California. Indians often do not
understand their conplex and often confusing |egal standln%. An
alternative explanation for this finding is that nmany of the
clinics may have re-coded the records independently "W thout .
consulting the individuals for confirmation. A third explanation
is that some of the NRICA nay have recently won Federal .
recognition, but had not yet been to the clinic to change their.
'‘registration status.

The ﬁpssible msclassification of NRICA as "enrolled" discovered
in this assessnment would have sone inportant policy _
ramfications. If these individuals are indeed enrolled in a

"federally recognized tribe, the actual number of NRICA is nmuch
smaller than what is currently believed using the 1Hs
registration system Validation of tribal enrollnment for these
respondents hasS been requested from the Bureau of Indian Affairs.
The California Area Ofice will continue to, investigate the
confusion about federally recognized status. If the or|P|na
assunption is correct that, none of the sanple are federally
recogni zed, these findings inply the need for an educationa
canpaign in Indian communities that would lead to nore accurate
| HS registration files.

Despite its limtations, this assessment has anunber of
important findings. The NRICA popul ation has a simlar age
distribution and health status but |ess college education
conpared with Anerican Indians and A aska Natives living on and
near reservations. Their annual famly incone |level is |ow as
Is the rate of health care coverage. The NRICA possess the
lowvest rate of private health care.coverage when conpared wth
‘Armerican Indians and other race/ethnic groups in the US.
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Over one-third report unmet health care 'needs, especially for
dental care, diabetic and orthopedic supplies (such as special
shoes to prevent anputations), and prescription medicines.

The assessnent indicates that the NRICA population of California
depends.heaV|ky upon the Tribal Health Programs for their health
care, wth 60% reporting that as their usual source of care.
That dependence is even greater for the uninsured. However, the
Tri bal alth Program was not viewed as the place of |ast resort
for care by the NRICA. Over half of the individuals with private
heal th insurance or Medicare, who presumably coul d have chosen
the private practice community, indicated that the tribal health
rogram was their usual source of care. Respondents indicated
that having staff who are sensitive to American Indian ways is
|nPortant I'n the choice of health care, and this feature was
rated nore inportant than financial considerations.

The alternative health care sites for this population are
strongly influenced by the Nricats financial resources and health
care coverage. Only one fourth had private insurance, which
woul d provide access to alternate sites in the private practice
comunity. Alnost half of the NRICA had sone form of public
i nsurance such as Medi-Cal; and a third had no insurance coverage
at all, making their options severely limted. Reportedly few
grOV|ders are willing to take new Medi-Cal and Medicare patients.
he other alternatives these individuals were able to identify
such as comunity health clinics, county health progranms, and
energency departnments, are already serving at or beyond capacity
and are threatened by cutbacks and closures. Thus, accessible
and acceptable alternative providers for this population outside
the Tribal Health Programs seemto be very limted.

CONCLUSI ONS AND RECOMMENDATI ONS

Overall (nservations

In spite of many limtations and data quality issues, consistent
findings enmerged fromall of the sources of information used in
this study. he review of secondary data and the results of the
assessnent of non-federally recognized Indians of California
dennnstrate.conV|nC|nglgét.zﬂ unnet need for a variety of health
services exists anmong California's Indian popul ation, and that
any restrictions in eligibility or inadequate |evels of funding
for the currently eligible | ﬁopulat[on coul d have serious
adverse health consequences. The consistency of findings
provides strong evidence for the follow ng general observations,
illustrated by salient exanples: -

1. By many neasures, the health status of California Indians is

very simlar to that of Anmerican Indians'and A aska Natives
served by IH8 in the other reservation States, anda health risks
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are nuch greater conmpared with the general population in
Cal i fornia.

0 Only 49.3% of-deaths to American |ndian-wonen and 38.8% of
deaths to Anerican Indian nen in 1986-88 occurred at the age
of 65 or older, conpared to 76.6% and 60.8% of deaths to
wonen and men of all races.

0 The 10 |eading causes of death for American Indians in
California in 1986-88 were the same as the causes for
Arerican Indians in the US. Wthin California, a greater
proportion of Indian than total deaths were caused by
accl dents, chronic liver disease and cirrhosis, hom cide,

and sui ci de.
2. The maternal and child health risk profile for California
| ndi ans presents a disturbing picture that demands public health

action.

0 Access to prenatal care is worse for American |ndian wonen,
especially in California counties in which the Indian
population is not likely to be federaIIY recogni zed. Indian
wonen are less likely to enter care early and nore iikely
not to receive any care.

0 The rates of low birthweight and infant nortality are higher
for Arerican Indians than for the total population and an
ot her subgroup -except blacks in California. Indian infan

mortality is especially high in the postneonatal period
when the predom nant causes are environnmental and a high
proportion of deaths should be preventable.

3. The health status of non-federally recognized Indians of
California, based on information about counties in which Amrerican
Indians are primarily not federally recognized, is not better
than that of federally recognized 1ndians. Some findings suggest
that the health statuS of the non-federally recognizeda may be
worse and deserves special attention. No evidence exists that
resources currently available outside of IHS are adequate to neet
urgent needs for care.

0 In the primarily non-federally recognized counties of
California, nearly a quarter of deaths to Indian boys and
.men are caused by accidents.

0 Causes of hospitalizatidn for California Indians in
prinmarily non-federally recognized counties indicate
problems” with access to prenatal and other preventive care,
substance abuse, and diabetes, as well as |ow soci oeconom c
stat us.
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4. Anerican Indians in California generally lack private health
I nsurance coverage and rely heavily on Medi- Cal

0 Prenatal care for Indian births conpared to total births is
much nore likely to be covered by Medi-Cal (45.5% vs. 27.6%
and less likely to be covered by private insurance (39.7%
vs. 52.7%. wo-thirds of Indian births in the primarily
non-federally recognized counties are covered by Medi-Cal

0 I ndian hospitalizations are only half as likely as total
discharges in California to be covered by Mdicare, and
nearly twice as likely to be reinbursed by Medi-Cal or to be
uni nsur ed.

0 Only 24% of non-federally recognized Indians registered in
the Tribal Health Prograns have private health insurance.

5. Tribally-operated health prograns have central inportance not
only because of the lack of adequate alternative resources, but
al so because of the preference for Indian-specific and culturally
conpet ent servi ces.

0 Utilization of California' s Tribal Health Prograns has been
increasing. The unduplicated registration count of active
registered patients was 39,000 in FY 1988, 44,000 in FY 1989
(12.8% i ncrease over previous year%, and 52,000 in FY 199.0
(18.2% I ncrease over previous year

0 In the assessnment of non-federally recogni zed Indians of.
California, over half of the individuals with private health
I nsurance or Medicare chose to use a Tribal Health Program
as their usual source of care.

6. Sone findings deserve immediate attention becauseoftheir
overwhel mng inpact on California Anerican Indian health status
and the evidence they provide ofserious inequities.

0 About 40% of all American Indian deaths in California are
attributable to cigarette snmoking, conpared to 12.4% and
17.8% of deaths to wonmen and nen, respectively, in the total
popul ati on. About one third of deaths to Indian wonen (vs.
4.3% for women of all races) and over 40% of deaths to
Indian men (vs. 8.4%for nen of all races) are alcohol-
rel at ed.

Data and Research Needs

This study documents the need for further research to inprove the
quality of data on California's Anerican Indian' and Al aska Native

popul ation (both federally recognized and non-federal
recogni zed), to assess their health status nore accurately and

routinely nmonitor their health needs, and to evaluate, the
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routinely nonitor their health needs, and to evaluate the
effectiveness and appropriateness of specific interventions and
nmodes of health care service delivery. Additional studies wl

be necessary to obtain certain information directly from the

| ndi an popul ation, but further investigations utilizing secondary
data sources could contribute useful know edge for health
pronotion and di sease prevention. One exanple is the possibility
of linking the IHS patient registration files with other

dat abases, such as death certificates to validate and expand the
know edge of nortality in the Indian comunity.

G her research on the availability, accessibility, and
acceptability of alternative resources is needed to assess the
potential inpact of IHS eligibility changes. Barriers to access
In specific %eographlp areas nust be evaluated in the context of
current fiscal conditions and policy trends. The changing
capacity of the California health care system defines options for
the state's citizens, depending on their |location, needs, and
resources. Twenty-one percent of California' s non-elderly

popul ation lack public or private health insurance, and this
crisis in health coverage coincides with a severe State budgetary
crisis.

Impact Of Realignment

The State of California is currently facing an estinmated $14
billion budget deficit. As a result, legislation (AB 1288) has
been passed that establishes a new system for the admnistratioh
and funding of indigent health care and county health services
prograns. The process to establish this new system involved the
repeal of current State statutes and a transfer of funding
sources fromthe State general fund to newy established sources,
specifically increases in selected taxes and fees. These new
revenue sources will go directly to the counties via the newy
establ i shed "Local Revenue Fund." Small counties (less than
40,000 population) will be able to contract back with the State.
This process has been identified as "realignnment."

As of this witing, there is no accurate way to assess the inpact
of these major changes on how the medically indigent population
of California will Dbenefit or suffer. It is likely, however,

that the inplenentation of these major changes in fhe way |oca
health care services will be funded and admnistered wll take at
| east a Kear to acconplish and during this time may adversely

i npact the nedically 1ndigent population. Legislation has been
passed (part of AB 1288) and S|%ned by the governor (Chapter 89,
statutes of 1991) to evaluate the inplementation and inpact of
realignment. This report will be part of the "county Health
Services Legislative Report® and iS not expected until 1992.
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For the Future

That report on the inpact of the realignment policy will give one
i ndication of how the State's deficit s affecting county health
systenms. The current fiscal climte inplies decreased
availability of alternative resources for people who depend on
services supported by the IHS. Various proposals are currently
beln? fielded to create universal health coverage in ChLlfornl%,
but the t|n1n% and nature of future prograns are uncertain. The
| medi ate need to maintain coverage for non-federally recognized
California Indians is urgent. Finally, financial coverage alone
wi Il not ensure approprlate and acceptable care for the Indian

popul ation. Recent expansion of clinical services in
California's tribally-operated prograns has led to a higher Ieve
of utilization, indi'cating both unmet need and a desire to.obtain
services in an Indian-specific environnent.

61



REFERENCES

1. Aday, LA Desianina and conducting Health Surveys (San
Franci sco: Jossey-Bass Publishers, 1989)..
2.  "Alcohol-Related Mortality and Years of Potential Life Lost -

- United States, 1987, » Morbiditv and Mrtalitv Weekly Report
39(11):173-87, 1990.

3. Aonso, W and P Starr, eds. for the National Conmttee for
Research on the 1980 Census, The Politics of Numbers (New York:
'Russel | Sage Foundation, 1987), pp. 187-233..

4. Anner, J, "ro the U S. Census Bureau, Native Anericans are
Practically Invisible," The Mnoritv Trendsletter 4(1):15-21,
Wnter 1990-1991.

5. Beauregard, KM PJ Cunningham and ry Cornelius, "National
Medi cal Expenditure Survey, Research Findings 9, Access to Health
Carae: Findings fromthe Survey of American Indians and Al aska
Natives, " Agency for Health care Policy and Research, Public

Heal th Service, Rockville, MD, Publications' Draft, April 1991.

'6: Boddie, CR "Health Status and Access to Health Care of an
Urban Native Anerican Population," unpublished paper, undated.

7. Buehler, JW DF stroup, DN Kl aucke, and RL Berkel man, "The
Reporting of Race and Ethnicity in the National Notifiable ,
([5]5se%3§3 Surveillance System Public Health Reports 104(5):457-

8. wcensus Bureau Completes Distribution of 1990 Redistricting
Tabul ations to states," U.S. Bureau of the Census press release,
March 11, 1991.

9. Conmttee to Study Inpact of.california Indian Eligibility,
mnutes, June 28-July 28, 1989.

10. Conmittee to Study the Prevention of Low Birthweight,
Division of Health Pronotion and Disease Prevention, Institute of

Medicine, Preventina Low Birthweiaht (Wshington, DC. National
Acadeny Press, 19855.

11. crosson, D, ‘"census ruli n% costs state mllions, clout," San
Francisco Examner, July 15, 1991, A-I, A-15.

'12. Cunningham PJ, and CL schur, "National Medical Expenditure
Survey, Research Findings 8, Health Care Coverage: Findings from
the Survey of American Indians and Al aska Natives," Agency for
Health Care Policy and Research, Public Health Service,
Rockville, ND, R Pub. No. 91-0027, July 1991,

62




13. Davis, RL, and SD Hel gerson, "Snoking During Pregnancy Among
Nor t hwest - Native Anericans," presented at the Annual Meeting of
thfgg%nerlcan Public Health Association, New York Gty, Cctober

14. pillman, DA, Mhil and Telephone Survevs (New York: John Wl ey
& Sons, 1978).

15. pippie, BW The Vanishina American: Wite Attitudes and U S
ndi an li):’ol icy (Mddletown, CT. Wesleyan University Press, 1982).

16. Easthope, T, and C Asetoyer, "rhe Inpact of AIDS in the
Native 'Anerican Comunity, * Native American Wnen's Health
Education Resource Center, Lake Andes, South Dakota, 1988.

17. Edwards, W5, and MBerlin, "Questionnaires and Data
Col I ection Methods for the Household Survey and the Survey of
American Indians and Al aska Natives, Mthods 2, DHHS Publication
No. (PHS) 89-3450.

18. Fingerhut L, D Mkuc, and J Kleinnan, "pDelayed Prenatal Care
and Place of First Visit: Differences by Health Insurance and

Education," Fam |y Planning Perspectives 19(5):212-4, 34, 1987.

19.° Hahn, RA, "The Meaning of "Race" and' "Ethnicity" in
Governnent Health Statistics," presented at the Anerican
%ggropol ogi cal Association Annual Meeting, New Ol eans, Decenber

20: Handler, A "1Hs Area Ofice Service Popul ation Estinates and
Proj ections, 1980-2010," nenorandum to Program Pl anni ng and
Statistical Oficers, IHS Area Ofices, Cctober 16, 1990,

21. | { hv People 2000: lonal Health Pr lon and D
Prevention objectives, DHHS Publication No. ﬁPHS) 91-50212, U.S.

Departnment of Health and Human Services, Public Health Service,
Washington, D.C., US. Government Printing Ofice, 1990.

22. Heuser, RL, "Race and Ethnicity in US. Natality .
Tabul ations," presented at the Annual Meeting of the Anmerican
Public Health Association, Chicago, Cctober 1989.

23. Hexter, AC, JA Harris, P Roeper, LA Croen, P Krueger, and D

Gant,. "Evaluation of the Hospital D scharge D agnoses |ndex and
the Birth Certificate as Sources of Infornmation of Birth

Defects,” Public Health Reports 105(3):296-307, 1990.

24. HLV/ Al DS S%Jrvgi | | ance Report, Division of H V/AIDS, National
Center for Infectious D seases, Centers for Disease Control,

Atlanta, July 1991.

63



25. Honigfeld, LS, and DW Kaplan, "Native Anmerican Postneonat al
Mrtality, * Pediatrics 8o(4):575-8, 1987.

26. Indian Health Service: Regional Differences in Indian Health
1990, Division of Program Statistics, Ofice of Planning,

Eval uation, and Legislation, Indian Health Service, Public Health
Service, US. Departnent of Health and Human Servi ces.

27. Indian Health Service: Trends in Indian Health, 1990,
Division of Program Statistics, Ofice of Planning, Evaluation,

and Legislation, Indian Health Service, Public Health Service,
U.S. Departnent of Health and Human Servi ces.

28. Indian Health Service: Trends in Indian Health - 1991, Tables
and Charts, Division of Program Statistics, Ofice of Planning,
Evaluation, and Legislation, Indian Health Service, Public Health
fgrwlggi U S. Department of Health and Human Services, February

29. Johannes, P, personal conmunication.

30. Johnson, AE, and AJ Taylor, "National Medical Expenditure
Survey, Data Summary 3, Prevalence of Chronic D seases Among
Anerican Indians and Al aska Natives and the U S. Population,".
Agency for Health Care Policy and Research, Public Health
Service, Rockville, M, Publications Draft, June 1991.

31. Joos, SK, and S Ewart, "a Health Survey of Klamath Indian
El ders 30 Years After the Loss of Tribal Status," L [th
Revorts 103(2):166-173, 1988.

32. Kleinman, JC, personal comunication.

33. Lefkowitz, DC, and C Underwood, "National Medical Expenditure
Survey; Research Findings 10, Personal Health, Practices: Findings
fromthe Survey of Anmerican Indians and Al aska Natives," Agency
for Health Care Policy and Research, Public Health Service,
Rockville, WD, Publications Draft, April 1991.

34. Lieb, L, P Kerndt, M Hedderman, E Chase, J Yao, and G Conway,
"Evaluating Racial dassification Anong Native Anerican |ndians
with AIDS in Los Angeles County, California " T.AP. 67,
Abstracts, V International Conference on AIDS: The Scientific and
Soci al Challenge, Mntreal, June 1989, International Devel opnent
Research Centre.

35. Lobo, S, "American Indian Community in a Milti-tribal
Setting," presented at the Anmerican Anthr%pol ogi cal Association
Annual Meeting, New Ol eans, Decenmber 1990.

64



36. Lobo, S, "Cakland's Anmerican Indian Comunity: history,
soci al organization and factors that contribute to census
undercount, prelimnary report, JSA-89-19, Novenber 1990.

37. Lynberg, MC, and M) Khoury, '@ontribution of Birth Defects to
Infant Mortality Anong Racial/Ethnic Mnority Goups, United

States, 1983," Morbiditv and Mrtalitv Weekly Report 39(SS-3):1-
12, 1990.

38. McCormck, MC, "rhe Contribution of Low Birth Wight to
Infant Mortality and Childhood Mrbidity," The New Enal and
Journal of Medicine 312(2):82-90, 1985.

39. MDonald, TP, and AF coburn, "Predictors of Prenatal Care
Utilization," Social Science and Medicine 27(2):167-72, 1988.

40. Meux, EF, SA Stith, and A zach, "Report of Results fromthe
OSHPD Reabstracting Project: An Evaluation of the Reliability of
Sel ected Patient Discharge Data, July through Decenber 1988,
Patient Discharge Data Section, Ofice of Statew de Health

Pl anning and Devel opnent, State of California, Decenber 1990.

41. Nathan, EA, "Anerican Indian Births in california," | ndian
. Health Program Rural and Conmmunity Health Division, California
Departnent of Health Services.

42. Norris, FD, and RL Wlliams, "Perinatal Qutcones Anong
Medi caid Recipients in california," American Journal of Public
Health 74(10):1112-7, 1984.

43. Passel, JS, "provisional Eval uation of the 1970 Census Count
of American Indians," Demography 13(3):397-409, 1976.

44. Passel, JS, and PA Berman. "Quality of 1980 Census Data for
American Indians," _Social Bioloay 33(3-4):163-182, 1986.

45. Prenatal Care: Medicaid Recipients and Uninsured Wnen btain
Insufficient Care, GAO Publication No. GAQ HRD- 37-137,

Washington, D.C., GCeneral Accounting Ofice, 1987.

46. Rhoades, ER "Impact of the New Indian Health Service
Eligibility Regulation, in Response to Senate Report No. 100-410
and House Report No. 100-713," draft report, April 19809.

47. Rhoades, ER, "Indian Eligibility in California," menorandum
to T.J. Harwood, Director, California Program Office, Indian
Heal th Service, My 7, 1936.

48. Schwethelm B, LH Margolis, C Mller, and s Smth, "Risk
Status and Pregnancy CQutconme Anong Medicaid Recipients,'! American
Journal of Preventive Medicine 5(3):157-63, 1989.

65



49. Shapiro, S, MC McCormck, BH Starfield, JP Krischer, and JD
Bross, "Relevance of Correlates of Infant Deaths for Significant
Mrbidity at 1 Year of Age, " American Journal of Cobstetrics and
Gynecology 136(3):363-373, 1980.

50. "Snoking-Attributable Mrtality and Years of Potential Life

Lost -- United States, 1984," Murbiditv and Mrtality Weklv
Report 36(42):693--7, 1987.

51. Sorkin, AL, Anerican Indians and Federal Aid (Wshington,
D.C.: The Brookings Institution, 1971), pp. 51-65.

52, State of California, State Advisory Conm ssion on Indian
%ESHS, "Final Report to the Governor and the Legislature,"”

53. U S. Congress, Ofice of Technol ogy Assessnent, |Indian Health
Care, OTA-H 290 éV\ashl ngton, D.C.: US Governnent Printing
Ofice, April 1986).

54. U S. Department of Commerce, Bureau of the Census, "we, the
First Anericans," (Washington, D.C.: US. Covernment Printing
Ofice, undated).

55. "Urban Indian Health Program Charts and Gaphs, FY 1988,"
repared for the Indian Health Service by the Anerican |ndian
alth Care Association, St. Paul, Mnnesota, March 1990.

56. \Watson, CWand A Oreglia, "Federal and State Governnents
Col | aborating to Inprove Health Statistics: The Wave of the
Future," unpublished paper, 1989.

66



AVER CAN

TYPE CF COUNTY

Al 58

I ndi an

Non- | ndi an

Federal |y Recogni zed

Non- Federal |y  Recogni zed

I ndi sputably Rural
I ndi sputably U ban

IHS Contract dinic
Accessible to 80% Al/AN

188 Contract Clinic
Accessible to 50% Al/AN

dinic Not
to A/AN

IHS Contract
Accessi bl e

| NDI AN ALASKA  NATI VE  POPULATI ON,

Nunber
201, 360
77,066
124,294
40, 207
17, 054
4,572
86, 897

46, 132

19, 496

11,292

Table 1

CALIFORNIA, 1980 AND 1990

1980
Percent of Percent of
CA Al/AN Al Races
Popul ation  Popul ation
100.0 0.9
38.3 1.2
61.7 0.7
20.0 1.1
8.5 1.2
2.3 3.2
43. 2 0.1
22.9 1.3
9.1 1.1
5.6 1.5

{1) See Appendix 2 for definitions of county groups.

Source: U S. Bureau of

the Census.

[ NCLUDI NG H SPANI CS,

Nunber
242,164
107, 825
134, 339

54, 625

26, 264

6,255

93, 318

64, 038

26,714

16, 792

1990
Percent of
CA a1/mN
Popul ati on
100.0

44.5

55.5

22.6

10.8

2.6

38.5

26. 4

11.0

6.9

BY TYPE OF COWNTY(l)

Percent of
Al Races
Popul ati on
0.8

1.2

Per cent
Gain
1980-90

20.
39.

8.
35.
54.
36.

7.

38.

37.

48.

3

9



Tabl e 2

AVERI CAN | NDI AN/ ALASKA NATI VE POPULATI ON, EXCLUDI NG H SPANICS, BY TYPE OF COUNTY(I)
CALIFORNTA, 1990

Per cent of Percent of
Al / AN Al Races

TYPE OF COUNTY Number Popul ati on Popul ati on
Al | 58 184, 065 100.0 0.6
I ndi an 87,007 47.3 1.0
Non- I ndi an 97,058 52.7 0.5
Federal |y Recogni zed 42, 482 23.1 0.8
Non- Federal | y Recogni zed 21, 827 11.9 1.2
I ndi sputably Rural 5, 805 3.2 3.4
I ndi sputably Urban 65, 403 35.5 0.4
IHS Contract Cinic 52, 406 28.5 1.0
Accessible to 80% Al / AN
IHS Contract Cinic 19,724 10.7 0.7
Accessible to 50% Al / AN
IHS Contract Cinic Not 14, 620 7.9 1.5

Accessible to Al/AN

(1) See Appendix 2 for definitions of county groups.

Sour ce: U S. Bureau of the Census.



Tabl e 3
SOCI AL AND ECONOM C CHARACTERI STI CS .
AVERI CAN | NDI ANS/ ALASKA NATI VES AND ALL RACES
CALI FORNI A AND, UNITED STATES, 1980

Anerican I ndian/

- Anmerican | ndian/ Al aska Native
Al aska Native Al Races 33 Reservation Al Races
California California States(l) UsS.
- ACE

Median Age (in years) 25.8 30.0 22.6 30.0

SEX

Percent Fenal e 51.0 50.7 50.7 51.4

Percent Mile 49.0 49.3 49.3 46. 6

FAMLY SIZE

Mean Nunber of Persons per Famly 3.5 3. 2 4.6 3.8

| NCOVE

Income in 1979 (in dollars)

Median Fanmily | ncome 16, 548 21,537 13,700 19, 900
Mean Fanily |ncone 19, 621 25, 540 16, 500 23,100
Per Capita 1ncome 6, 030 8,295 3,600 7,300

Percent of Al Persons Below Poverty Level 17.9 11.1 28.2 12.4

EDUCATION(2)

Percent Conpleted Four Years of H gh School 65.7 73.5 55.4 66.5

Percent Conpleted Four or Mre Years 9.8 19.6 7.4 16. 2
of College

EMPLOYMENT(3)

Percent in Labor Force 63.7 64. 3 57.8 62.0
Percent of Femal es 52.7 52.6 47.7 49.9
Percent of Males 75.4 76. 6 68. 6 75.1

Percent of Gvilian Labor Force Unenployed 11.8 6.5 13.3 6.5
Percent of Fenales 10. 8 6.5 11.9 6.5
Percent of Males 12.6 6.6 14.5 6.5

(1) There were 28 Reservation States in 1980, 381 in 1983, 32 in 1984, and 33 in 1989.
(2) Persons 25 years old and over.
(3) Persons 16 years old and over.

Sour ce: US. Bureau of the Census.



Chart 1

SOCIAL AND ECONOMIC CHARACTERISTICS
AMERICAN INDIANS/ALASKA NATIVES AND ALL RACES
‘CALIFORNIA-AND UNITED STATES, 1980
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Table 4

RESI DENT LI VE BI RTHS BY RACE/ETHNICITY (1)
CALI FORNI A, 1986- 88

RACE/ ETHNICI TY NUMBER PERCENT
TOTAL 1,517,989 100.0(2)
American Indian/ Al aska Native 16, 935 1.1

(i ncluding H spanics)

Asi an/ Pacific Islander(3) 150, 831 9.9
Black(3) 143, 859 9.5

Whi te(3) 696, 281 45.9

Hi spani c 502, 455 33.1
(excl uding Al/AN)

QO her/ Unknown 7,628 0.5 ..

(1) AI/AN category includes infants with mother and/or father recorded
on birth certificate as Al/AN. Race/Ethnicity of all other Cate ories
deflned according to National Center for Health Statistics
gorithm XSee Aﬁpenm ces 4-A and 4-B). Using NCHS al gori thm
nunber of AI/AN births is reduced by 4.9% to 16, 102.
23 Percenta es may not sum to 100.0% due to |ndependent roundi ng.
) Non- | spani c.

Source: State of California, Departnent of Health Services, Health Data
and Statistics Branch.



NUMBER OF BIRTHS

Chart 2

RESIDENT LIVE BIRTHS BY RACE/ETHNICITY
CALIFORNIA, 1986-88
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Table 5

RESI DENT LI VE BI RTHS BY TYPE OF COUNTY(I)
AVERI CAN | NDI ANS/ ALASKA NATI VES( 2)
CALI FORNI' A, 1986-88

PERCENT OF TOTAL
AVERI CAN | NDI AN/

TYPE OF COUNTY NUMBER ALASKA NATI VE BI RTHS
Al 58 16, 935 100.0

| ndi an 8, 681 51. 3
Non- | ndi an 8, 254 48. 7
Federal | y Recogni zed 5,130 30.3
Non- Federal |y Recogni zed 1,596 9.4

| ndi sputably Rural 455 2.7

| ndi sputably Urban 6, 906 40. 8
|chco§gir€|cé tcclui glooc/o Al/ AN > 110 31
ccassi e (o BoSo mran M2 107

| HS Contract Clinic Not 1,081 6.4

Accessible to Al/AN

1) See Appendix 2 for definitions of county groups. . .
2 W?ther_and/or father recorded on birth certificate as Al/AN, including
| spani cs.

Source: State of California, Department of Health Services, Health Data
and Statistics Branch.



Chart 3

RESIDENT LIVE BIRTHS BY TYPE OF COUNTY
AMERICAN INDIANS/ALASKA NATIVES
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Table 6
RESI DENT LI VE Bl RTHS BY MOTHER S AGE
AVERI CAN | NDI ANS/ ALASKA NATIVES(1) AND ALL RACES
CALI FORNI A, 1986- 88

AVERI CAN | NDI AN/

MOTHER S AGE ALASKA NATI VE ALL RACES
NUVMBER PERCENT NUVBER PERCENT
ALL AGES 16, 935 100.0(2) 1,517,989 100.0
<15 56 0.3 2,972 0.2
15-19 2779 16.4 163, 209 10.8
20- 24 5,503 32.5 410, 466 27.0
25-29 4, 865 . 28.7 476, 794 31.4
30- 34 2,643 15.6 321, 730 21.2
35-39 911 5.4 121, 980 8.0
40+ 170 1.0 20, 320 1.3
Unknown 8 0.0 518 0.0

(1) Mother and/or father recorded on birth certificate as Al/AN, including
H spani cs.
(2) Percentages may not sumto 100.0% due to independent rounding.

Source: State of California,. Department of Health Services, Health Data
and Statistics Branch.



Chart 4

RESIDENT LIVE BIRTHS BY MOTHER'S AGE
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Table 7

RESI DENT LI VE BIRTHS TO MOTHERS UNDER 20 YEARS OF AGE

BY TYPE COF CClJNTY&I )

AVERI CAN | NDI ANS/ ALASKA NATI VES( 3 AND ALL RACES
CALI FORNI' A, 1986- 88

AVERI CAN | NDI AN/

ALASKA NATI VE ALL RACES

TYPE OF COUNTY NUVBER PERCENT NUVBER PERCENT
Al 58 2,835 16.7 166, 181 10.9
| ndi an 1,539 17.7 50, 980 12.0
Non- | ndi an 1,296 15.7 115, 201 10.5
Federal | y Recogni zed 794 15.5 29, 837 11.4
Non- Federal |y Recogni zed 330 20.7 11, 824 13.2
| ndi sputably Rural 100 22.0 731 11.8
I ndi sputably Urban 937 13.6 87,058 10.4
IHS Contract Clinic 943 16. 3 27,138 11.2

Accessible to 80% Al/AN
I HS Contract Cinic 361 20.0 17, 859 13.0

Accessible to 50% Al/AN
| HS Contract Cinic Not 230 21.3 5,976 13.1

Accessible to Al/AN

1) See Appendix 2 for definitions of county groups. . .
2) Mther and/or father recorded on birth certificate as Al/AN, including

Hi spani cs.

Source: State of California, Departnment of Health Services, Health Data
and Statistics Branch.
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Table 8

RESI DENT LI VE BI RTHS TO MOTHERS UNDER 18 YEARS OF AGE

BY TYPE OF C(lJNTYgI )

AVERI CAN | NDI ANS/ ALASKA NATI VES( 3 AND ALL RACES
CALI FORNI' A, 1986- 88

AVERI CAN | NDI AN/

ALASKA NATI VE ALL RACES

TYPE OF COUNTY NUVBER PERCENT NUVBER PERCENT
Al'l 58 1,125 6 . 6 61, 374 4.0
| ndi an 639 4 18, 437 4.3
Non- | ndi an 486 5.9 42,937 3.9
Federally Recogni zed 305 5.9 10, 497 4.0
Non- Federal |y Recogni zed 152 9.5 4,501 5.0
| ndi sput ably Rural 44 9.7 247 4.0
I ndi sputably Urban 337 4.9 32, 480 3.9
| HS Contract dinic 372 6.4 9,591 4.0

Accessible to 80% Al/AN
| HS Contract dinic 155 8.6 6, 707 4.9

Accessible to 50% Al /AN
I HS Contract Clinic Not 110 10.2 2,136 4.7

Accessible to Al/AN

1) See Appendix 2 for definitions of county
2) Mother and/or father recorded on birth ¢
H spani cs.

Source: State of California, Department of Health Services, Health Data
and Statistics Branch.

groups. : :
ertificate as AI/AN, including
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Table 9

COVPLETED YEARS OF MOTHER S EDUCATI ON
RESI DENT LI VE BI RTHS BY TYPE OF COUNTY(I)
AVERI CAN | NDI ANS/ ALASKA NaTIVES(2) AND ALL RACES
CALI FORNI' A, 1989

YEARS OF EDUCATI ON

TYPE OF COUNTY <12 12 13-15 16+ UNKNOWN TOTAL
Al 58
Al / AN NUMBER 1,748 2,348 1,133 317 69 5,615
PERCENT 31.1 41.8 20.2 5.6 1.2 100.0(3)
Al Races NUMBER 179, 156 181, 849 113, 851 86, 324 8, 128 569, 308
PERCENT 31.5 31.9 20.0 15.2 1.4 100.0

Federal |y Recogni zed

Al / AN NUVBER 475 691 309 86 17 1,578
PERCENT 30.1 43. 8 19.6 5.4 1.1 100.0
Al Races NUMBER 27,291 38, 249 22,730 13,367 1,693 103,330
PERCENT 26.4 37.0 22.0 12.9 1.6 100.0

Non- Federal | y Recogni zed

Al / AN NUVBER 255 251 95 -18 3 622
PERCENT 41.0 40. 4 15.3 2.9 0.5 100.0
Al Races NUMBER 11, 386 10,488 . 6, 362 3, 835 663 32,734
PERCENT 34.8 32.0 19. 4 11.7 2.0 100.0

1) See Appendix 2 for definitions of county groups. _ _
2 W?ther.and/or father recorded on birth certificate as Al/AN, including
i spani cs.
(3) Percentages may not sum to 100.0% due to independent rounding.

Source: State of California, Department of Health Services, Health Data
and Statistics Branch.
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Chart 8
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Tabl e 10

RESI DENT LI VE BI RTHS BY BI RTH ORDER
AVERI CAN | NDI ANS/ ALASKA NATI VES(l) AND ALL RACES
CALI FORNI A AND UNI TED STATES, 1986-88

AVERI CAN | NDI AN ALASKA NATI VE ALL RACES
CALI FORNI A CALI FORNI A
1986- 88 1986- 88

Bl RTH ORDER NUVBER PERCENT NUVBER PERCENT.

TOTAL 16, 935 100.0(2) 1,517,989 100.0

1st 6, 609 39.0 613, 645 40. 4

2nd 4,932 29.1 474,799 31.3

3rd 2,950 17. 4 246, 723 16. 3

4th 1, 388 8.2 102, 085 6.7.

Sthe+ 1, 009 6.0 76, 348 5.0

Unknown 47 0.3 4, 389 013

AVERI CAN | NDI AN ALASKA NATI VE ALL RACES
UNI TED STATES UNI TED STATES
1986- 88 1987

BI RTH ORDER NUVBER PERCENT NUVBER PERCENT

TOTAL 127, 425 100. 0 3,809,394 100. 0

1st 42, 414 33. 3 1,567,678 41.2

2nd 35, 903 28.2 1,247,526 .32.7

3rd 23, 920 18. 8 608, 204 16.0
- 4th 12, 764 10.0 224,522 5.9 -
. sthe 12, 061 . 145, 456 3.8 !
: Unknown 363 0.2 ' 16, 008 0.4 '

»,(1) For California, defined as those with nother and/or father recorded on.
birth certificate as Al/AN, including H spanics. For U.S., defined
according to National Center for Health Statistics algorithm (see

. Appendi Xx) .

i, (2) Percentages may not sum to 100.0% due to independent rounding.

.. Source: State of California, Department of Health Services, Health Data

and Statistics Branch
Indian Health Service, Ofice of Planning, Evaluation, and
Legi sl ati on.
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Chart 10
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Chart 11

COMPLETED YEARS OF MOTHER'S EDUCATION
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Chart 12
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Chart 13

RESIDENT LIVE BIRTHS BY BIRTH ORDER
AMERICAN INDIANS/ALASKA NATIVES AND ALL RACES

CALIFORNIA, 1986-88

50+
40.4
4 o4
H Al/AN
E 30+ CALIFORNIA
oy 1986-88
) . ,
E'E: W ALL RACES
o 204 CALIFORNIA
- 1986-88

B.2

6.7 6.0 5.0
0.3 0.3

1st 2nd 3rd 4th Sth+  UNKNOWN
BIRTH ORDER

104




Chart 14
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Tabl e 11
PERCENT OF RESI DENT LI VE BI RTHS UNDER 2,500 GRAMS
BY AGE OF MOTHER AND RACE/ ETHNI CI TY oF | NFANT(I)
CALI FORNI A, 1986-88

AVERI CAN | NDI AN/

ALASKA NATI VE ASI AN H SPANI C
(i ncluding PACI FI C (excl udi ng

AGE TOTAL H spani cs) ISLANDER(2) BLACK(2) WHITE (2) Al/AN)
TOTAL 6.0 6.4 6.0 12.7 5.2 5.2
<15 10. 4 8.9 10.9 12.4 10.1 9.6
15-19 7.4 6.7 9.2 12.0 6.5 6.3
20-24 6.0 5.7 6.5 12.0 5.2 5.1
25-29 5.5 5.9 5.3 12.9 4.7 4.6
30-34 5.7 7.5 5.7 14.0 5.0 5.1
35-39 6.5 7.9 6.4 13.6 5.8 6.0
40+ 7.0 7.6 7.4 14.0 6.3 6.6

(1) For American Indians/ Al aska Natives, defined as those with nother and/or
father recorded on birth certificate as Al/AN For other race/
ethnicities, defined according to National Center for Health Statistics
al gorithm (see Appendices 4-A and 4-B).

(2) Non- Hi spanic.

Source: State of California, Department of Health Services, Health Data and
Statistics Branch.



Tabl e 12

RESI DENT LI VE BI RTHS UNDER 2, 500 GRAMS BY AGE ofF MOTHER
AMERI CAN | NDI ANS/ ALASKA NATI VES(I) AND ALL RACES
CALI FORNIA AND UNI TED STATES, 1986-88

AMERI CAN | NDI AN/ ALASKA NATI VE ALL RACES
CALI FORNI A CALI FORNI A
1986- 88 1986- 88

AGE OF TOTAL NUMBER NUMBER PERCENT TOTAL NUMBER NUMBER PERCENT -
MOTHER LI VE BIRTHS(2) <2,500 GRAMB <2,500 GRAMS LI VE BIRTHS(3) <2,500 GRAMS <2,500 GRAMS
ALL AGES 16, 917 1,075 6.4 1,516,810 91, 031 6.0
<15 56 5 8.9 2,969 310 10.4
15-19 2,777 186 6.7 163, 131 12,084 7.4
20-24 5,498 315 5.7 410, 255 24,730 6.0
25-29 4,863 287 5.9 476, 629 26,102 5.5
30-34 2,643 197 7.5 321, 609 18, 462 5.7
35-39 910 72 7.9 121,918 7,913 6.5
40+ 170 13 7.6 20, 299 1,430 7.0

AMERI CAN | NDI AN/ ALASKA NATI VE ALL RACES

UNI TED STATES UNI TED STATES
1986- 88 1987

AGE OF TOTAL NUMBER NUMBER PERCENT TOTAL NUMBER NUMBER . ° PERCENT
MOTHER LI VE BIRTHS(4) <2,500 GRAMS <2,500 CGRANVB LI VE BIRTHS(5) <2,500 GRAMS <2,500 GRAMS
ALL AGES 127,219 7,774 6.1 3,809,394 262, 344 6.9
<15 471 35 7.4 10, 311 1,412 13.7
15-19 23,730 1,501 6.3 462, 312 43, 054 9.3
20-24 44,515 2,491 5.6 1,075,856 76, 562 7.1
25-29 33, 318 1,959 5.9 1,216,080 7 4 , 3 0 9 6.1
30-34 17, 804 1,222 6.9 760, 695 46, 979 6.2
35-39 6, 248 462 7.4 247,984 17,169 6.9
40+ 1,133 104 9.2 36, 156 2,859 7.9

(1) For California, defined as those with nother and/or father recorded on birth certificate as Al/AN,
i ncl uding Hi spanics. For U S., defined according to National Center for Health Statistics algorithm
(see Appendices 4-A and 4-B).

(2) Excludes 18 births nissing information on nother's age and/or infant's birthweight.

(3) Excludes 1,179 births nissing information on nother's age and/or infant's birthweight.

(4) Excludes 206 births missing infornmation on infant's birthweight.

(5) Excludes 4,885 births missing infornmation on infant's birthweight.

Sour ce: State of California, Department of Health Services, Health Data and Statistics Branch.
Indian Health Service, Ofice of Planning, Evaluation, and Legislation.



Chart 15

RESIDENT LIVE BIRTHS UNDER 2,500 GRAMS BY AGE OF MOTHER
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Chart 16

RESIDENT LIVE BIRTHS UNDER 2,500 GRAMS BY AGE OF MOTHER
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Tabl e 13

TRI MESTER PRENATAL CARE BEGAN
RESI DENT LI VE BI RTHS
AVMERI CAN | NDI ANS/ ALASKA NATI VES(1) AND ALL RACES
ALL 58 COUNTIES -
CALI FORNI' A, 1986-88

AVERI CAN | NDI AN/ ALL
TRI MESTER ALASKA NATI VE RACES
TOTAL NUVBER 16, 935 1,517,989
PERCENT 100.0(2) 100. 0
ist NUVBER 11, 566 1,128,832
PERCENT 68. 3 74. 4
2nd NUVBER 3, 823 278, 687
PERCENT 22.6 18. 4
3rd NUVBER 941 58, 726
PERCENT 5.6 3.9
No prenatal care NUMBER 382 28, 623
PERCENT 2.3 1.9
Unknown NUVBER 223 23,121
PERCENT 1.3 1.5

(1) Mther and/or father recorded on birth certificate as Al/AN, including
Hi spani cs.
(2) Percentages may not sum to 100.0% due to independent rounding.

Sour ce: State of California, Departnent of Health Services, Health Data and
Statistics Branch.
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Table 14

TRI MESTER PRENATAL CARE BEGAN
RESI DENT LI VE Bl RTHS
AVMERI CAN | NDI ANS/ ALASKA NATI VES(1) AND ALL RACES
I NDI AN AND NON- | NDI AN COUNTIES
CALI FORNI' A, 1986- 88

AVERI CAN | NDI AN/

ALASKA NATI VE ALL RACES
| NDI AN NON- | NDI AN | NDI AN NON- | NDI AN
TRI MESTER COUNTI ES COUNTI ES COUNTI ES COUNTI ES
TOTAL NUMBER 8,681 8, 254 424,712 1,093,277
PERCENT 100.0(2) 100.0 100. 0 100.0
1st NUVBER 5, 804 5,762 310, 975 817, 857
PERCENT 66.9 69. 8 73.2 74.8
2nd NUVBER 2,012 1,811 80, 626 198, 061
PERCENT 23.2 21.9 19.0 18.1
3rd NUVBER 532 409 17, 684 41, 042
PERCENT 6.1 5.0 4.2 3.8
No prenatal care NUMBER 223 159 9,797 18, 826
PERCENT 2.6 1.9 2.3 1.7
Unknown NUVBER 110 113 5, 630 17,491
PERCENT 1.3 1.4 1.3 1.6

(1) Mther and/or father recorded on birth certificate as Al/AN, including
H spani cs. '
(2) Percentages may not sum to 100.0% due to independent rounding.

Sour ce: State of California, Departnment of Health Services, Health Data and
Statistics Branch.
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Tabl e 15

TRI MESTER PRENATAL CARE BEGAN
RESI DENT LI VE Bl RTHS
AMERI CAN | NDI ANS/ ALASKA NATI VES(l) AND ALL RACES
FEDERALLY RECOGNI ZED AND NON- FEDERALLY RECOGNI ZED COUNTI ES
CALI FORNI A, 1986- 88

AMERI CAN | NDI AN/

ALASKA NATI VE ALL RACES
FEDERALLY NON- FEDERALLY FEDERALLY NON- FEDEX
RECOGNI ZED  RECOGNI ZED RECOGNI ZED  RECOGN ZE1
TRI MESTER COUNTI ES CQUNTI ES COUNTI ES COUNTI ES
TOTAL NUVBER 5, 130 1,596 261, 794 89, 337
PERCENT 100.0(2) 100. 0 100.0 100. 0
1st NUMBER 3, 507 1, 058 190, 082 66,420
PERCENT 68. 4 66. 3 72.6 74.3
2nd NUVBER 1, 165 380 49,934 16, 707
PERCENT 22.7 23.8 19.1 18.7
3rd NUVBER 262 104 10,650 3,570
PERCENT 5.1 6.5 4.1 4.0
No. prenatal care NUMBER 130 41 7,378 1, 500
PERCENT 2.5 2.6 2 . 8 1.7
Unknown NUVBER 66 13 3,750 1, 140
PERCENT 1.3 0.8 1.4 1.3
(1) Mother father recorded on birth certificate as Al/AN, including
Hi spani cs.

(2) Percentages may not

Sour ce:

State of California,
Statistics Branch.

Depart nent

of Health Services,

sum to 100.0% due to independent rounding.

Health Data and



Chart 20
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Chart 21

TRIMESTER PRENATAL CARE BEGAN
RESIDENT LIVE BIRTHS
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Table 16

TRI MESTER PRENATAL CARE BEGAN
RESI DENT LI VE BI RTHS
AVERI CAN | NDI ANS/ ALASKA NATI VES(1) AND ALL RACES
CCOUNTI ES WTH I HS CONTRACT CLI NI CS ACCESSIBLE (2)
TO 80%, 50%, AND NONE OF AMERI CAN | NDI AN ALASKA NATI VE POPULATI ON

AVERI CAN | NDI AN/ ALL
ALASKA NATI VE RACES
ACCESS ACCESS ACCESS ACCESS
TRl MESTER FOR 80% FOR 50% NO ACCESS FOR 80% FOR 50% NO ACCESS
TOTAL NUVMBER 3,627 1,070 695 241,693 137,327 45, 646
PERCENT 100.0(3) 100.0 100.0 100.0 100.0 100.0
1st NUMBER 2,343 688 404 176,992 100, 756 33,199
PERCENT 64.6 64.3 58.1 73.2 73.4 72.7
2nd NUMBER 880 272 181 44,968 26, 620 9,028
PERCENT 24.3 25.4 26.0 18. 6 19. 4 19.8
3rd NUMBER 248 67 75 10, 052 5,339 2,286
PERCENT 6.8 6.3 10. 8 4.2 3.9 5.0
No prenatal care NUMBER 109 217 25 6, 538 2,524 735
PERCENT 3.0 2.5 3.6 2.7 1.8 1.6
Unknown NUMBER 47 16 10 3,143 2,088 398
PERCENT 1.3 1.5 1.4 1.3 1.5 0.9

(1) Mother and/or father recorded on birth certificate as Al/AN, including H spanics.
(2) Wthin 30 mnutes of residence.
(3) Percentages may not sumto 100.0% due to independent rounding.

Source: State of California, Department of Health Services, Health Data and
Statistics Branch.
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Chart 23

TRIMESTER PRENATAL CARE BEGAN
RESIDENT LIVE BIRTHS
ALL RACES
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Tabl e 17

RESI DENT LI VE BI RTHS UNDER 2, 500 GRANMS
BY TRI MESTER PRENATAL CARE BEGAN
AMERI CAN | NDI ANS/ ALASKA NATI VES(1) AND ALL RACES
CALI FORNI A,  1986- 838

AVERI CAN | NDI AN/

ALASKA NATI VE BI RTHS ALL RACES

Bl RTHS <2,500 GRAMS Bl RTHS <2,500 GRAMS
TRI MESTER NUVBER PERCENT NUVBER PERCENT
TOTAL 1,076 100.0(2) 91, 122 100.0
1st 683 63.5 62,119 68. 2
2nd 250 23. 2 18, 541 20. 3
3rd 54 5.0 3, 746. 4 .1
No prenatal care 67 6.2 4, 467 4.9
Unknown 22 2.0 2,249 2.5

(1) Mother and/or father recorded on birth certificate as Al/AN, including
H spani cs.

(2) Percentages may not sumto 100.0% due to independent rounding.

Source: State of California, Department of Health Services, Health Data and
Statistics Branch.
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Tabl e 18

PRI NCl PAL SOURCE OF PAYMENT FOR PRENATAL CARE

RESI DENT LI VE Bl RTHS

AVERI CAN | NDI ANS/ ALASKA NATI VES(1) AND ALL RACES

AMVERI CAN | NDI AN/ ALL

PAYER SOURCE ALASKA NATI VE RACES

TOTAL NUMBER 5,615 569, 308

PERCENT 100.0(2) 100.0

PRI VATE NUVBER 2,229 300, 285
(I'ndemity PERCENT 39.7 52.7
and Prepal d)

VEDI - CAL NUVBER 2,554 157, 411

PERCENT 45.5 27.6

OTHER GOVERNVENT NUMVBER 262 20,121

PERCENT 4.7 3.5

UNI NSURED NUMVBER 360 73, 484
(Self-pay and PERCENT 6.4 12.9
Medi cal Iy | ndigent
Servi ces)

OTHER NUVBER 51 5,621
(Medi care, Worker's PERCENT 0.9 1.0
Conpensation, Title V,

No charge, O her non-

gover nnent)
UNKNOWN/ NUVBER 159 12, 386
NO PRENATAL CARE PERCENT 2.8 2.2

ALL 58 COUNTI ES
CALI FORNI A, 1989

(1) wgther_and/or father recorded on birth certificate as Al/AN, including
i spani cs.

(2) Percentages may not sumto 100.0% due to independent rounding.

Source: State of California,

Statistics Branch.

Departnent of Health Services, Health Data and



Chart 25

PRINCIPAL SOURCE OF PAYMENT FOR PRENATAL CARE

RESIDENT LIVE BIRTHS -

AMERICAN INDIANS/ALASKA NATIVES AND ALL RACES

50-}

40-}

PERCENT

20-

1 ot

6 OT

30+

ALL 58 COUNTIES
CALIFORNIA, 1989

52.7

PRIVAT MEDI-CAL ‘OTHER . UNINSURED .  OTHER ‘UNKNOWN/ .

GOVERNMENT NO PRENATAL
CARE

PAYER SOURCE

B Al/AN
B ALL RACES




Tabl e 19

PRI NCl PAL SCURCE OF PAYMENT FOR PRENATAL CARE
RESI DENT LI VE BI RTHS
AMERI CAN | NDI ANS/ ALASKA NATIVES (1) AND ALL RACES
| NDI AN AND NON- | NDI AN COUNTI ES
CALI FORNI A, 1989

AVERI CAN | NDI AN/

ALASKA NATI VE ALL RACES
| NDI AN NON- | NDI AN | NDI AN NON- | NDI AN
PAYER SOURCE COUNTI ES CQUNTI ES COUNTI ES CQUNTI ES
TOTAL NUVBER 1,794 1,576 163,492 405, 816
PERCENT 100.0(2) 100.0 100.0 100.0

PRI VATE NUVBER 447 761 75,932 224, 353
(I'ndemity PERCENT 24.9 48.3 46. 4 55.3
and Prepaid)

VEDI - CAL NUMBER 1,043 570 56, 833 100,578

PERCENT 58.1 36.2 34.8 24.8

OTHER GOVERNVENT NUMBER 97 66 9,338 1&);783

PERCENT 5.4 4.2 5.7 2.7

UNI NSURED NUMBER 106 120 14, 299 59, 185
(Sel f-pay and PERCENT 5.9 7.6 8.7 14.6
Medi cal Iy | ndi gent
Servi ces)

OTHER NUVBER 22 15 1,822 3,799
(Medi care, Wrker's PERCENT 1.2 1.0 1.1 0.9
Conpensation, Title V,

No charge, O her non-

gover nnent)
UNKNOWN/ NUMBER 79 44 5,268 7,118
NO PRENATAL CARE PERCENT 4.4 2.8 3.2 1.8

(1) Mother and/or father recorded on birth certificate as Al/AN, including H spanics.
(2) Percentages may not sum to 100.0% due to independent rounding.

Source: State of California, Departnent of Health Services, Health Data and
- Statistics Branch. ]



Chart 26

PRINCIPAL SOURCE OF PAYMENT FOR PRENATAL CARE

AMERICAN

PERCENT

S0+

60+

40+

30+

204

10~

Or

RESIDENT LIVE BIRTHS

INDIAN COUNTIES
CALIFORNIA, 1989

58.1

PRIVATE MEDI-CAL OTHER UNINSURED OTHR UNKNO
GOV ERNMENT NO PRENATAL
CARE

PAYER SOURCE

INDIANS/ALASKA NATIVES AND ALL RACES

B Al/AN
B ALL RACES




Chart 27

PRINCIPAL SOURCE OF PAYMENT FOR PRENATAL CARE
RESIDENT LIVE BIRTHS
AMERICAN INDIANS/ALASKA NATIVES AND ALL RACES
NON-INDIAN COUNTIES
CALIFORNIA, 1989

6O+

55.3

50+

‘404

[ AllAN
B ALL RACES

30t

PERCENT

20+

10+

04 —
PRIVATE MEDI-CAL -OTHER UNINSURED OTHER ‘UN
GOVERNMENT

PAYER SOURCE



PAYER SOURCE

TOTAL

PRI VATE
(I'ndemity
and Prepai d)

MEDI - CAL

OTHER GOVERNVMENT

UNI NSURED
(Sel f-pay and
Medi cal 'y | ndigent
Servi ces)

OTHER
(Medi care, Worker's
Conpensation, Title v,
No charge, O her non-
gover nment)

UNKNOWN/

NO PRENATAL CARE

(1) Modther and/or father

(2)

Sour ce: State of Califor

Table 20

PRI NCI PAL SOURCE OF PAYMENT FOR PRENATAL CARE

RESI DENT LI VE BI RTHS

AVERI CAN | NDI ANS/ ALASKA NATI VES( )
FEDERALLY RECOGNI ZED AND NON- FEDERALLY RECOGNI ZED COUNTI ES

NUMBER
PERCENT

NUMBER
PERCENT
NUMBER
PERCENT

NUMBER
PERCENT

NUMBER
PERCENT

NUMBER
PERCENT

NUMBER
PERCENT

recorded on birth certificate as Al/AN,
roundi ng.

ni a,

Statistics Branch.

Depart ment

CALI FORNI A, 1989

AVERI CAN | NDI AN/

AND ALL RACES

ALASKA NATI VE ALL RACES
FEDERALLY  NON- FEDERALLY FEDERALLY  NON- FEDERALLY
RECOGNI ZED RECOGNI ZED RECCGNI ZED RECOGNI ZED

COUNTI ES COUNTI ES COUNTI ES COUNTI ES
1,578 622 103, 330 32,734
100.0(2) 100.0 100.0 100.0
501 141 50, 216 13, 329
31.7 22.7 48. 6 40.7
797 412 30, 425 15, 179
50.5 66. 2 29. 4 46.4
134 12 8, 302 808
8.5 1.9 8.0 2.5
67 39 8, 452 2,863
4.2 6.3 8.2 8.7
2 1 4 1,620 97

1 3 0.6 1.6 0.3

58 14 4,315 458
3.7 2.3 4.2 1.4

Percentages may not sum 'to 100.0% due to independent

of Health Services;

i ncl udi ng Hi spani cs.

Health Data and



Chart 28

PRINCIPAL SOURCE OF PAYMENT FOR PRENATAL CARE

RESIDENT LIVE BIRTHS
AMERICAN INDIANS/ALASKA NATIVES AND ALL RACES

FEDERALLY RECOGNIZED COUNTIES
CALIFORNIA, 1989
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B ALL RACES

30

PERCENT

204

10
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Chart 29

PRINCIPAL SOURCE OF PAYMENT FOR PRENATAL CARE

RESIDENT LIVE BIRTHS

" AMERICAN INDIANS/ALASKA NATIVES AND ALL RACES

PERCENT

NON-FEDERALLY RECOGNIZED COUNTIES
CALIFORNIA, 1989

7OT

66.2
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40+
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1 01"

2.3 1.4

UNINSURED OTHER UNKNOWN/
GOV ERNM ENT IC\I:RRERENATAL
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Table 21

RESI DENT LIVE BI RTHS AND | NFANT DEATHS
| NFANT(1), NEONATAL(2), AND POSTNEONATAL (3) MORTALITY RATES
BY RACE/ ETHNI CI TY
CALI FORNI A, 1984- 1986
(Rates per 1,000 live births)

NUMBER POST-
NUMBER NUMBER | NFANT NUMBER  NEONATAL POST-  NEONATAL
LI VE | NFANT DEATH  NEONATAL DEATH  NEONATAL DEATH |
Bl RTHS DEATHS RATE DEATHS RATE DEATHS RATE
ALL RACES 1,400,271 13, 020 9.3 8,229 5.9 4,791 3.4
AMERI CAN | NDI AN/ 17,723 183 10.3 93 5.3 90 5.1
ALASKA NATI VE(I)
(including Hispanics)
ASIAN(5) 82,783 641 7.7 392 4.7 249 3.0
BLACK (5) 129, 062 2,191 17.0 1,348 10. 4 843 6.5
HI SPANI C 497, 863 4,200 8.4 2,745 5.5 1, 455 2.9
(excluding Al/AN
WHITE (5) 619,250 5, 246 8.5 3,259 5.3 1,987 ° 3.2
OTHER (5) 53,590 559 10. 4 392 7.3 167 3.1

(1) Deaths under one year of age.

(2) Deaths under 28 days of age.

(3) Deaths 28 days to under one year of age.

(4) AI/AN infant deaths are those linked to births certificates which have nother and/or
father recorded as Al/AN

(5) Non-Hi spani c.

Source: State of California, Department of Health Services, Health Data and Statistics
Br anch.



Chart 30

INFANT, NEONATAL, AND POSTNEONATAL MORTALITY
BY RACE/ETHNICITY
CALIFORNIA RESIDENTS, 1984-86
(Rates per 1,000 live births)

RATE P ER*®00

Il E

POSTNEONATAL
MORTALITY

INFANT MORTALITY

NEONATAL MORTALITY

RATES

W AI/AN
(including
Hispanics)

B ASIAN/
PACIFIC
ISLANDER
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(excluding
Al/AN)

B OTHER




Tabl e 22

INFANTUX, NEONATAL(2), AND POSTNEONATAL(3) MORTALITY RATES
VERI CAN | NDI ANS/ ALASKA NATI VES AND ALL RACES
CALI FORNIA AND UNI TED STATES RESI DENTS, 1984-86
(Rates per 1,000 live births)

CALI FORNI' A UNI TED STATES
AVERI CAN | NDI AN/ AMVERI CAN | NDI AN/
ALASKA NATI VE(4) ALL RACES ALASKA NATIVE(S) ALL RACES
1984- 86 1984- 86 1984- 86 1985
| NFANT 10.3 9.3 9.7 10.6
NEONATAL 5.2 5.9 4.4 7 . 0
POSTNEONATAL 5.1 3.4 5.2 3.7

2) Deaths under 28 days of age per 1,000 live births.
3) Deaths 28 days to under one year of age per 1,000 live births mnus
neonat al deaths.

(4) AI/AN infant deaths for California are those linked to birth
certificates which have nother and/or father recorded as Al/AN
i ncl udi ng Hi spani cs.

(5 AI/AN infant deaths for the U S. are those with death certificates
coded as AI/AN, including Hspanics. In 1983, the U S. Al/AN infant
nmortality rate based on this definition was 10.7; using.linked records
to identify AI/AN births, the rate increased to 14.4.

%li Deat hs under one year of age per 1,000 live births.

Source: State of California, Department of Health Services,,, Health Data and
Statistics Branch. o
National Center for Health Statistics.



Chart 31

INFANT, NEONATAL, AND POSTNEONATAL MORTALITY RATES
AMERICAN INDIANS/ALASKA NATIVES AND ALL RACES
CALIFORNIA AND UNITED STATES RESIDENTS, 1984-86

(Rates per 1,000 live births)

12
10.3 10.6
10l
B INFANT
8 MORTALITY
B NEONATAL
'MORTALITY

B POSTNEONATAL
MORTALITY

RATE PER 1,000
N

Al/AN ALL RACES Al/AN ALL RACES
CALIFORNIA CALIFORNIA U.S. U.S.
1984-86 1984-86 1984—-86 1985



Tabl e 23
| NFANT DEATHS(1) BY BI RTHWEI GHT
AVERI CAN | NDI ANS/ ALASKA NATI VES(2) AND ALL RACES
CALI FORNI A RESI DENTS, 1984-86

AVERI CAN | NDI AN/

ALASKA NATI VE ALL RACES
Bl RTHWEI GHT NUMBER PERCENT NUMBER PERCENT
TOTAL 183 100.0(3) 13, 020 100. 0
<1,500 grans 62 33.9 5,414 41.6
1,500-2,499 grans 25 13.7 1, 885 14.5
2,500-3,999 grans 84 45.9 4,785 36. 8
4,000+ grans 9 4.9 453 3.5
Unknown 3 1.6 483 3.7

2) Al/AN infant deaths for California are those linked to birth
certificates which have nother and/or father recorded as Al/AN,
i ncl udi ng Hi spani cs.

(3) Percentages may not sumto 100.0% due to independent rounding.

1; Deat hs under one year of age.

Source: State of California, Department of Health Services, Health Data
and Statistics Branch.



Chart 32

INFANT DEATHS BY BIRTHWEIGHT
AMERICAN INDIANS/ALASKA NATIVES
CALIFORNIA RESIDENTS, 1984-86
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Chart 33

INFANT DEATHS BY BIRTHWEIGHT
ALL RACES
CALIFORNIA RES‘I’\DENTS, 1984-86
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AGE
ALL AGES

<5

5-24
25-44
45- 64
65+
Unknown

AGE
ALL AGES

<5

5-24
25-44
45- 64
65+
Unknown

Tabl e 24

DEATHS BY AGE AND SEX
AVERI CAN | NDI ANS/ ALASKA NATI VES AND ALL RACES
CALI FORNI A AND UNI TED STATES RESI DENTS, 1986- 88

AVERI CAN | NDI AN ALASKA NATI VE
CALI FORNI' A, 1986- 88

TOTAL FEMALE MALE
(1, 898) (813) (1, 085)
PERCENT PERCENT PERCENT

100.0(1) 100. 0 100. 0
4.6 4.4 4.7
6.6 5.7 7.4
17.2 12.5 20. 6
28. 2 27.9 28 .
43.3 49. 3 38. 8
0.1 0.1 0.1
ALL RACES
CALI FORNI A, 1986- 88

TOTAL FEMALE MALE

(627, 406) (297, 610) (329, 796)
PERCENT PERCENT PERCENT
100. 0 100. 0 100. 0
2.6 2.3 2.8
2.7 1.4 3.8
8.0 4.6 11.0
18.5 15.1 21.5
68. 3 76. 6 60. 8
0.1 0.0 0.1

(conti nued)



Tabl e 24 (continued)

AVERI CAN | NDI AN ALASKA NATI VE

US., 1986-88
TOTAL FEMALE MALE
(21,943) (9, 055) (12, 888)

AGE PERCENT PERCENT PERCENT
ALL AGES 100. 0 100. 0 100. 0
<5 7.1 7.7 6.8
5-24 8.8 5.6 11.1
25-44 16.7 12. 4 19. 6
45- 64 24. 4 23.7 24.9
65+ 42.9 50.5 37.5
Unknown 0.1 0.1 0.1

ALL RACES

U S., 1987

TOTAL

(2,123,323)
AGE PERCENT
ALL AGES 100. 0
<5 2.2
5-24 2.2
25-44 6.2
45- 64 18. 4
65+ 71.1
Unknown 0.0

(1) Percentages nmay not sumto 100.0% due to independent rounding.

Source: State of California, Department of Health Services, Health Data
and Statistics Branch. o
National Center for Health Statistics.



Chart 34
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Chart 35

DEATHS BY AGE

ALL RACES
FEMALE
CALIFORNIA RESIDENTS, 1986—-88
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Chart 36

DEATHS BY AGE
AMERICAN INDIANS /ALASKA NATIVES

MALE
CALIFORNIA RESIDENTS, 1986-88
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Chart 37

DEATHS BY AGE

ALL RACES
MALE
CALIFORNIA RESIDENTS, 1986-88
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Tabl e 25
SMOKI NG- ATTRI BUTABLE MORTALI TY BY SEX

AVERI CAN | NDI ANS/ ALASKA NATI VES AND ALL RACES
CALI FORNI A RESI DENTS, 1986- 88

AMERI CAN | NDI AN/

ALASKA NATI VE ALL RACES
FEMALE MALE FEMALE MALE
TOTAL NUMBER OF DEATHS 813 1,085 297,610 329, 796
NUVBER OF 339 406 37,046 58,786
SMIKI NG ATTRI BUTABLE DEATHS( 1)
SMKI NG ATTRI BUTABLE DEATHS 41.7 37.4 12. 4 17.8

AS PERCENT OF TOTAL DEATHS

(1) Calculated according to nethodol ogy reported by Ofice on Snoking
and Health, Center for Health Pronotion and Education, Centers for
Di sease Control, in Mrbidity and Mrtality Wekly Report, Vol. 36,
No. 42, OCctober 30, 1987, pp. 693-7.

Sour ce: State of California, Departnment of Health Services, Health Data
and Statistics Branch.



Tabl e 26
AI CCHOL-RELATED MORTALITY BY SEX

AMERICAN INDIANS/ALASKA NATIVES AND ALL RACES
CALI FORNI A RESI DENTS, 1986- 38

AMERICAN INDIAN/

ALASKA NATIVE ALl R2CES
FEMALE MALE FEMALE MaLZ
TOTAL NUMBER GF DEATHS 813 L,085 297,610 229,796

NUVBER OF 273 457 12,892 27,379
ALCOHCOL- RELATED DEATHS(1)

ALCOHOL- RELATED DEATHS 33.6 42.1 4.3 8.4
AS PERCENT OF TOTAL DEATHS

(1) Calculated according to methodol ogy reported by JMshultz, DP Rice,
and DL Parker, in Mrbidity and Mrtality Weekly Report, Vol.* 39,
No. 11, March 23, 1990, pp. 173-87.

Source: State of California, Departnment of Hea-th Services, Health Data
and Statistics Branch.



Tabi e 27

10 LEADI NG catvses OF DEATH
AMIRICAN INDIANS/ALASKA NATIVES
FEMALE AND MALE
ALL 58 CQOUNTI ES
CALIFORNIA RESI DENTS, 1y56-88

CAUSE OF DEATH(L) NUMBIZ L EIINT
ALL CAUSES 1,898 102.012
Di seases of the heart 484 25.5
Mal i gnant necplasns 305 16.1
Acci dents 240 12.5
Mbt or vehicle 138 7.2
Q her 102 5.4
chronic liver disease and cirrhosis 127 6.7
Cer ebrovascul ar di sease 94 5.0
Hom cide and |egal intervention 65 3.4
D abetes nellitus 59 3.
Pneunoni a and influenza 59 3.1
Sui ci de 49 2.6
Chronic obstructive pulmonary di seases 49 2.6
Al Oher Causes 366 19.3

(1) See Appendix 5 for categories from Internat:onal O assification of
Di seases, 9th Revision, used to define underlying causes of death
accordlng to nethodology of Indian Health EEFVICG O fice of Planning,
Eval uation, and Legi sl ation.

(2) Percentages may not sumto 100.0% due to inc:zpendent rounding.

Sour ce: State of California, Departnent of Healt- Services, Health Data
and Statistics Branch.




Tabl e 28

10 LEADI NG CAUSES OF
ALL RACES

DEATH

FEMALE AND MNALE

ALL 58 COUNTI ES
CALI FORNI A RESI DENTS

CAUSE OF DEATH(I)
ALL CAUSES

D seases of the heart
Mal i gnant neopl asns
Cer ebrovascul ar di sease
Acci dent's
Mot or vehicl e
O her
Chronic obstructive pul nonary diseases
Pneunonia and influenza
Chronic liver disease and cirrhosis
Sui ci de
D abetes nellitus
Hom ci de and | egal

All O her Causes(3)

i ntervention

1986- 88
NUMBER
627, 406

PERCENT
100.

33.
22.
7
5

o
o~
N
A

208, 123
141,478
46, 7182
32, 188

16, 949

15, 239
27,156
25, 247
12,074
11, 819
9,727
9, 264

103, 548

il :
O UIOWOWOOWNNF UTUIR

16.

(1) See Appendix 5 for categories fromInternational O assification of

Di seases, 9th Revision,

according to nethodol ogy of

Eval uation, and Legislation.

(2) Percentages may not sumto 100.0% du

(3)

for this group but was not included
State of California,

and Statistics Branch

Sour ce: Depart ment

used to define underlying causes of death
| ndi an Health Service,

O fice of Planning,

e to independent rounding.

| ncl udes "other di seases of the nervous system and sense organs"
(1.6%), which woul d have ranked anong

the 10 | eadi ng causes of death
In the IHS nethodol ogy.

of Health Services, Health Data



Tabl e 29

10 LEADI NG CAUSES OF DEATH
AVERI CAN | NDI ANS/ ALASKA NATI VES.
FEMALE AND MALE
UNI TED STATES RESI DENTS, 1986-88

CAUSE OF DEATH(I1) NUVBER PERCENT
ALL CAUSES 21,943 100.0(2)
Di seases of the heart 5,078 23.1
Acci dent s 3,533 16.1
Mot or vehicle 2,032 9.3
Q her 1,501 6.8
Mal i gnant neopl asns 3,011 13.7
Cerebrovascul ar di sease 1,003 4.6
Chronic liver disease and cirrhosis 934 4.3
Di abetes nellitus 798 3.6
Pneurmoni a and influenza 740 3.4
Hom ci de and |egal intervention 654 . 3.0
Sui ci de 653 3.0
Chronic obstructive pul nonary diseases 474 2.2
Al Oher Causes 5, 065 23.0 .

(1) See Appendix 5 for categories fromlInternational Cassification of
Di seases, 9th Revision, used to define underlying causes of death
according to nethodol ogy of Indian Health Service, Ofice of Planning,
Eval uation, and Legislation.

(2) Percentages may not sumto 100.0% due to independent rounding.

Source: Indian Health Service, Ofice of Planning, Evaluation, and
Legi sl ati on. T
National Center for Health Statistics.



Tabl e 30

10 LEADI NG CAUSES OF DEATH
AVERI CAN | NDI ANS/ ALASKA NATI VES
FEMALE
ALL 58 COUNTI ES
CALI FORNI A RESI DENTS, 1986- 88

CAUSE OF DEATH(I) PERCENT
ALL CAUSES (813 deat hs) 100.0(2)
D seases of the heart 24.8
Mal i gnant neopl asms 18.5
Acci dents 8.4
Mot or vehicl e 4.8
O her 3.6
Sui ci de 7.1
Chronic liver disease and cirrhosis 6.9
Cer ebrovascul ar di sease 6.3
Di abetes nellitus 4.6
Pneunonia and i nfl uenza 3.3
Chronic obstructive pul monary diseases 2.4
Nephritis, nephrotic syndrone and nephrosis 1.9
All O her Causes(3) 15. 8

(1) See Appendix 5 for categories fromlInternational Cassification of

Di seases, 9th Revision, used to define underlying causes of death
according to methodol ogy of Indian Health Service, Ofice of Planning,
Eval uation, and Legislation.

2) Percentages nmay not sumto 100. 0% due to independent roundi ng.

3) Includes "Mental disorders” (2.1%), which would have ranked anong
the 10 | eadi ng causes of death for this group but was not included
in the IHS nethodol ogy.

Source: State of California, Department of Health Services, Health Data
and Statistics Branch



Tabl e 31

10 LEADI NG CAUSES OF DEATH
ALL RACES
FEMALE
ALL 58 COUNTI ES
CALI FORNI A RESI DENTS, 1986- 88

CAUSE OF DEATH(I) PERCENT
ALL CAUSES (297,610 deat hs) 100.0(2)
D seases of the heart 34.5
Mal i gnant neopl asns 22.9
Cer ebrovascul ar di sease 9.6
Pneunoni a and i nfluenza 4.6
Chronic obstructive pul nonary diseases 4.2
Acci dent s 3.1
O her 1 . 6
Mot or vehicle 1.5
D abetes nellitus 1.9
At heroscl erosi s 1.5
Chronic liver disease and cirrhosis 1.4
" Sui ci de 0.9
All O her Causes(3) 15.4

(1) See Appendix 5 for categories fromlinternational O assification of
Di seases, 9th Revision, used to define underlying causes of death
according to nethodol ogy of Indian Health Service, Ofice of Planning,
Eval uation, and Legi sl ation.

(2) Percentages may not sumto 100.0% due to independent rounding.

(3) Includes "other diseases of the nervous system and sensory organs"
(1. 79 and "other di seases of the digestive system" (1.6%), which
woul d have ranked anong the 10 |eading causes of death for this group
but were not included In the IHS methodol ogy.

Source:  State of California, Departnment of Health Services, Health Data
and Statistics Branch. ’



Tabl e 32

10 LEADI NG CAUSES OF DEATH
AVERI CAN | NDI ANS/ ALASKA NATI VES
MALE
ALL 58 COUNTI ES
CALI FORNI A RESI DENTS, 1986- 88

CAUSE OF DEATH(I) PERCENT

ALL CAUSES (1,085 deaths) 100.0(2)
D seases of the heart 26.
Acci dent's 15.
Mot or vehicle
O her
Mal i gnant neopl asns
Homi ci de and | egal intervention
Chronic liver disease and cirrhosis
Cer ebrovascul ar di sease.'
Sui ci de
Pneunoni a and i nfl uenza
Chroni ¢ obstructive pul monary di seases
D abetes nellitus

[N
OHDWOWWOWO o
~N

B DNwwhoOOR
o

N oTwh

o oo

"All O her Causes(3)

|

(1) See Appendix 5 for categories fromInternational O assification of
Di seases, 9th Revision, used to define underlying causes of death
according to methodol ogy of Indian Health Service, Ofice of Planning,
Eval uation, and Legislation.

(2) Percentages may not sumto 100.0% due to inde?endent roundi ng.

(3) Includes "Mental disorders” (2.1%), which would haveranked anong the
10 Ieading causes of death for this group but was not included in the
| HS net hodol ogy.

Source: State of California, Department of Health Services, Health Data
and Statistics Branch



Tabl e 33

10 LEADI NG CAUSES OF DEATH
ALL RACES
MALE
ALL 58 COUNTI ES
CALI FORNI A RESI DENTS, 1986- 88

CAUSE OF DEATH(I) PERCENT
ALL CAUSES (329, 796 deat hs) 100.0(2)
Di seases of the heart 32.0
Mal i gnant neopl asns 22.2
Acci dent s 7.0
Mot or vehicle 3.8
O her 3.2
Cer ebrovascul ar di sease 5.6
Chronic obstructive pul nonary diseases 4.5
Pneunoni a and influenza 3.5
Sui ci de 2.7
Chronic liver disease and cirrhosis 2.4
Homi ci de and |egal intervention 2.2
Al DS 1.7
Al Oher Causes 16. 2

(1) See Appendix 5 for categories from International Cassification of
Di seases, 9th Revision, used to define underlying causes of death
according to nethodol ogy of Indian Health Service, ©ffice of Pl anning,
Eval uation, and Legislation. _ _

(2) Percentages may not sumto 100.0% due to independent rounding.

Sour ce: State of California, Department of Health Services, Health Data
and Statistics Branch.



Tabl e 34

10 LEADI NG CAUSES OF DEATH
AVERI CAN | NDI ANS/ ALASKA NATI VES
FEMALE AND MNALE
FEDERALLY RECOGNI ZED COUNTI ES

CALI FORNI A RESI DENTS, 1986- 88

CAUSE OF DEATH(I) PERCENT

ALL CAUSES (484 deat hs) 100.0(2)

D seases of the heart 22.3

Mal i gnant neopl asns 15.4

Acci dent s 13. 8

Mot or vehicle 8.3
Q her _ 5.6

Cer ebrovascul ar di sease 5.6

Hom ci de and | egal intervention 5.5

Chronic liver disease and cirrhosis 5.2

D abetes nellitus 4.8

Pneunoni a and i nfluenza _ 2.9

Chroni ¢ obstructive pul nonary di seases 2.5

Sui ci de 2.3

All Oher Causes(3) 19.7

(1) See Appendix 5 for categories fromlInternational C assification of
D seases, 9th Revision, used to define underlying causes of death
according to methodol ogy of Indian Health Service, Ofice of Planning,
Eval uation, and Legislation.

(2) Percentages may not sumto 100. 0% due to independent rounding.

(3) Includes "Mental disorders” (2.3%), which would have ranked anong the
10 Ieading causes of death for this group but was not included in the
| HS et hodol ogy.

Source: State of California, Department of Health Services, Health Data

and Statistics Branch



Tabl

e 35

10 LEADI NG CAUSES OF DEATH -

ALL
FEMALE

RACES
AND MALE

FEDERALLY RECOGNI ZED COUNTI ES
CALI FORNI A RESI DENTS, 1986- 88

CAUSE OF DEATH(I)
ALL CAUSES (104, 966 deat hs)

Di seases of the heart
Mal i gnant neopl asns
Cer ebrovascul ar di sease
Acci dent s
Mot or vehicle
O her
Chroni ¢ obstructive pul nonary di
Pneunoni a and i nfluenza
Sui ci de
Chronic liver disease and cirrho
D abetes nellitus
Hom ci de and | egal

All O her Causes(3)

i ntervention

(1) See Appendix 5 for categories fromlnternational

Di seases, 9th Revision, use
accordi ng to methodol ogy of
Eval uation, and Legislation.
2
3

(3

| ncl udes "Q her di seases of

PERCENT
100.

32.
22.
7.
S.

(2)

ww

seases

Si s

PEERENARO
O NNPROOWONWOUITRW o

16.

_ 3l G assification of
d to define underlying causes of death
I ndian Health Service, Ofice of Planning,

Percent ages may not sumto 100.0% due to independent rounding.

the nervous system and sense organs"

(1.6%), which woul d have ranked anong the 10 | eadi ng causes of death

for this group but was not

Sour ce: State of California, De

and Statistics Branch.

included in the IHS nethodol ogy.

partment of Health Services, Health Data



Tabl e 36

10 LEADI NG CAUSES OF DEATH
AVERI CAN | NDI ANS/ ALASKA NATI VES
FEMALE
FEDERALLY RECOGNI ZED COUNTI ES
CALI FORNI A RESI DENTS, 1986-88

CAUSE OF DEATH(I) PERCENT
ALL CAUSES (195 deat hs) 100.0(2)
D seases of the heart 24. 6
Mal i gnant neopl asns 17.4
D abetes nellitus 8.2
Cer ebrovascul ar di sease 6.7
Acci dent s 6.2
Mot or vehicl e 4.1
O her 2.1
Chronic liver disease and cirrhosis 4.6
Hypert ensi on 2.6
Nephritis, nephrotic syndrone, and nephrosis 2.6
Pneunonia and i nfl uenza 2.6
Homi ci de and | egal intervention 2.1
All O her Causes(3) 22. 4

(1) See Appendix 5 for categories fromlInternational O assification of
Di seases, 9th Revision, used to define underlying causes of death
according to methodol ogy of Indian Health Service, Ofice of Planning,
Eval uation, and Legislation.

(2) Percentages may not sumto 100.0% due to independent rounding.

(3) Includes "Mental disorders" (2.1%), "Qher diseases of the digestive
system" (2.1%), and "other di seases of the respiratory system" (2.1%),
whi ch woul d have ranked anong the 10 | eadi ng causes of death for this
group but were not included in the IHS nethodol ogy.

Source: State of California, Departnent of Health Services, Health Data
and Statistics Branch



Tabl e 37

10 LEADI NG CAUSES OF DEATH

ALL RACES
FEMALE

FEDERALLY RECOGNI ZED COUNTI ES
CALI FORNI A RESI DENTS, 1986-88

CAUSE OF DEATH(I)
ALL CAUSES (48,981 deat hs)

Di seases of the heart
Mal i gnant neopl asns
Cer ebrovascul ar di sease
Pneunonia and influenza
Chronic obstructive pul monary diseases
Acci dent s
Mbt or vehicle
O her
D abetes nellitus
At heroscl erosi s
Chronic liver disease and cirrhosis
Certain conditions originating in the
perinatal period

All O her Causes(3)

PERCENT
100.0(2)

33.

N
whkho
OO WO NP
U100

ek

15.9

(1) See Appendix 5 for categories fromlnternational C assification of
Di seases, 9th Revision, used to define underlying causes of death
according to nethodol ogy of Indian Health Service, O fice, of Planning,

Eval uation, and Legislation.

3

2) Percentages may not sumto 100.0% due to independent rounding.
| ncl udes "other di seases of the nervous system and sense organs"

(1.7%), and "other di seases of the digestive system (1.6% which
woul d have ranked anong the 10 |eading causes of death for this group
but were not included in the IHS nethodol ogy.

Source: State of California, Department

and Statistics Branch.

of Health Services, Health Data



Tabl e 38

10 LEADI NG CAUSES OF DEATH
AVERI CAN | NDI ANS/ ALASKA NATI VES
MALE
FEDERALLY RECOGNI ZED COUNTI ES
CALI FORNI A RESI DENTS, 1986-88

CAUSE OF DEATH(I) PERCENT
ALL CAUSES (289 deat hs) 100.0(2)
D seases of the heart 20. 8
Acci dent s 19.0
Mot or vehicle 11.0
O her 8.0
Mal i gnant neopl asns 14.2
Hom ci de and | egal intervention 6.2
Chronic liver disease and cirrhosis 5.5
Cer ebrovascul ar di sease 4.8
Chroni ¢ obstructive pul nonary di seases 3. 1.
Pneunonia and i nfluenza 3.1
Sui ci de 2 . 8
D abetes mellitus 2.4
Al QO her Causes(3) 18.0

(1) See Appendix 5 for categories fromlInternational Cassification of
Di seases, 9th Revision, used to define underlying causes of death
according to methodol ogy of Indian Health Service, Ofice of Planning,
Eval uation, and Legi sl ation.

2) Percentages may not sumto 100.0% due to independent rounding.

3) Includes "Mental disorders" (2.4%), which woul d have ranked anong the
10 | eadi ng causes of death for this group but was not included in the
| HS net hodol ogy.

Source: State of California, Department of Health Services, Health Data
and Statistics Branch



Tabl e 39

10 LEADI NG CAUSES OF DEATH.
ALL RACES
MALE
FEDERALLY RECOGNI ZED COUNTI ES
CALI FORNI A RESI DENTS, 1986-88

CAUSE OF DEATH(I1) PERCENT
ALL CAUSES (55, 985 deat hs) 100.0(2)
Di seases of the heart 31.7
Mal i gnant neopl asns 22.3
Acci dent s 7.6
Mbt or vehicle 4.6
O her 3.0
Cer ebrovascul ar di sease 5.5
Chroni c obstructive pul nonary di seases 5.1
Pneunoni a and i nfluenza 3.8
Sui ci de 3.0
Chronic liver disease and cirrhosis 2.2
Hom ci de and |egal intervention 1.8
Di abetes nellitus 1.2
Al'l O her Causes(3) 15. 8

(1) See Appendix 5 for categories fromlInternational O assification of
Di seases, 9th Revision, used to define underlying causes of death
according to methodol ogy of Indian Health Service, Ofice of Planning,
Eval uation, and Legislation, _
%2% Percent ages may not sumto 100.0% due to independent rounding.
3) Includes "other di seases of the nervous system and sense organs"
(1.6%), which would have ranked.anong the 10 |eading causes of death
for this group but was not included in the I'HS nethodol ogy.

Source: State of California, Department of Health Services, Health Data
and Statistics Branch.



Tabl e 40

10 LEADING CAUSES OF DEATH
AVERI CAN | NDI ANS/ ALASKA NATI VES
FEMALE AND MALE
NON- FEDERALLY RECOGNI ZED COUNTI ES
CALI FORNI A RESI DENTS, 1986- 88

CAUSE OF DEATH(I) PERCENT
ALL CAUSES (214 deat hs) 100.0(2)

D seases of the heart 29.4

Acci dent s
Mot or vehicle 1
O her

Mal i %nant neopl asns 1

Cer ebrovascul ar di sease

Chronic liver disease and cirrhosis

Hom ci de

D abetes nellitus

Pneunoni a and i nfl uenza

Chroni ¢ obstructive pul monary di seases

Nephritis, nephrotic syndrone, and nephrosis

Congenital anomalies

Al O her Causes

[EEN

PRPRORAROIOIO ~

= CoOo~NNDNoo~NygoOow
ow

|
w

(1) See Appendix 5 for categories from International C assification of
Di seases, 9th Revision, used to define underlying causes of death
according to methodol ogy of Indian Health Service, Ofice of Planning,
Eval uation, and Legislation.

(2) Percentages may not sumto 100. 0% due to independent roundi ng.

Sour ce: State of California;, Departnent of Health Services, Health Data
and Statistics Branch.



Tabl e 41

10 LEADING CAUSES OF DEATH -
ALL RACES
FEMALE AND MALE
NON- FEDERALLY RECOGNI ZED COUNTI ES
CALI FORNI A RESI DENTS, 1986- 88

CAUSE OF DEATH(I) PERCENT
ALL CAUSES (41,870 deat hs) 100.0(2)
Di seases of the heart 31.4
Mal i gnant neopl asns 22.5
Cer ebrovascul ar di sease 7.2
Acci dents 6.5
Mot or vehicle 3.9
Q her . , 2.6
Chronic obstructive pul nonary diseases 4.9
Pneunoni a and influenza 3.7
Sui ci de . 2.0
Di abetes mellitus , , 1.8
Chronic liver disease and cirrhosis 1.7
At heroscl erosis 1.3
Al Qther Causes(3) 17.0

(1) See Appendix 5 for categories from International C assification of
Diseases, 9th Revision, used to define underlying causes of death
according to nmethodol ogy of Indian Health Service, Ofice of Planning,
Eval uation, and Legislation. . .

(2) Percentages may not sum to 100.0% due to independent rounding.

(3) Includes "Qther diseases of the digestive system" (1.7%), Which woul d
have ranked among the 10 Ieadln% causes of death for this group but
was not included in the IHS nethodol ogy.

Source: State of California, Departnent of Health Services, Health Data
and Statistics Branch.



Tabl e 42

10 LEADI NG CAUSES OF DEATH
AVERI CAN | NDI ANS/ ALASKA NATI VES
FEMALE
NON- FEDERALLY RECOGNI ZED COUNTI ES
CALI FORNI A RESI DENTS, 1986-88

CAUSE OF DEATH(I) PERCENT
ALL CAUSES (95 deat hs) 100.0(2)
D seases of the heart 26.
Nhli%nant neopl asns 13.
Cer ebrovascul ar di sease 8.
D abetes nellitus 7.
Chronic liver disease and cirrhosis 5.
Acci dent's 4,
Mot or vehicle
O her 2

Homi ci de and | egal intervention

Pneuroni a and i nfl uenza

Nephritis, nephrotic syndrone, and nephrosis
Sui ci de

Congenital anomalies

N W W
[{o] RPN oONORDEREW o
o

All O her Causes(3) 20.

(1) See Appendix 5 for categories fromlInternational O assification of
D seases, 9th Revision, used to define underlying causes of death
according to methodol ogy of Indian Health Service, Ofice of Planning,
Eval uation, and Legislation.

EZ; Percentages may not sumto 100.0% due to i ndependent rounding.

3) Includes "symptoms, signs and ill-defined conditions' @(6.3%), which
woul d have ranked anong the 10 Ieading causes of death for this group
but was not included in the IHS nethodol ogy.

Sour ce: State of California, Departnment of Health Services, Health Data
and Statistics Branch



Tabl e 43

10 LEADI NG CAUSES OF DEATH
ALL RACES
FEMALE
NON- FEDERALLY RECOGNI ZED COUNTI ES
CALI FORNI A RESI DENTS, 1986- 88

CAUSE OF DEATH(I) PERCENT
ALL CAUSES (18,981 deat hs) 100.0(2)
Di seases of the heart 32.1
Mal i gnant neopl asns 22. 4
Cer ebrovascul ar di sease 9.3
Chronic obstructive pul nonary diseases 4 -6
Pneunonia and influenza 4.2
Acci dent s 4.1
Mot or vehicle 2.3
O her 1.8
D abetes nellitus 2.4
At heroscl erosi s 1.7
Chronic liver disease and cirrhosis 1.3
'Nephritis, nephrotic syndrone, and nephrosis 1.1
All O her Causes(3) 16. 8

(1) See Appendix 5 for categories from International Cassification of
Di seases, 9th Revision, used to define underlying causes of death
according to nethodol ogy of Indian Health Service, Ofice of Planning,
Eval uation, and Legislation.

2) Percentages may not sum to 100.0% due to independent rounding.

3) Includes "other diseases of the digestive system" (1.9%), and "Other
di seases of the nervous system and sense organs" (1.7%), which woul d
have ranked anong the 10 |eading causes of death for this group but
were not included in IHS nethodol ogy.

Sour ce: State of California, Department of Health Services, Health Data
and Statistics Branch.



Tabl e 44

10 LEADI NG CAUSES OF DEATH
AVERI CAN | NDI ANRIE/EALASKA NATI VES
NON- FEDERALLY RECOGNI ZED OOUNTI ES
CALI FORNI A RESI DENTS, 1986- 88

CAUSE OF DEATH(I) PERCENT
ALL CAUSES (119 deaths) 100.0(2)

Di seases of the heart
Accidents
Mot or vehicle
Q her
Mal i gnant neopl asns .
Hom cide and legal intervention
Chronic |iver disease and cirrhosis
Pneunmoni a and influenza .
Chronic obstructive pul monary diseases
Cer ebrovascul ar di sease
Di abetes nellitus
Congenital anomalies
Conditions originating in the
perinatal period

Al Oher Causes

N W
N =
-

[
N N poOob~owNo
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(1) See Appendix 5 for categories from International Cassification of
Di seases, 9th Revision, used to define underlying causes of death
according to nmethodology of Indian Health Service, Ofice of Planning,
Eval uation, and Legislation. _ .

(2) Percentages may not sum to 100.0% due to independent rounding.

Source: State of California, Departnent of Health Services, Health Data
and Statistics Branch.



Tabl e 45

10 LEADI NG CAUSES OF DEAT
ALL RACES '
MALE
NON- FEDERALLY RECOGNI ZED COUNTI ES
CALI FORNI A RESI DENTS, 1986- 88

CAUSE OF DEATH(I1) PERCENT
ALL CAUSES (22,889 deaths) 100.0(2)
Di seases of the heart 30.9
Mal i gnant * neopl asns 22.8
Acci dent s 8.5
Mbt or vehicle 52
O her 3.3
Cer ebrovascul ar di sease 5.5
Chronic obstructive pul nonary di seases 5.2
Pneunoni a and influenza 3.4
Sui ci de 2.9
Chronic liver disease and cirrhosis 2.0
Hom ci de and |egal intervention 1.4
D abetes mellitus 1.3
All O her Causes(3) 16.1

(1) See Appendix 5 for categories fromlinternational Cassification of
Di seases, 9th Revision, used to define underlying causes of death
according to nethodol ogy of Indian Health Service, Ofice of Planning,
Eval uation, and Legislation. _

2) Percentages may not sumto 100. 0% due to independent rounding.

3) Includes "Qher diseases of the nervous systemand sense organs"
(1.59% and "Qher diseases of the digestive system" (1.5%), Which
woul d have ranked anong the 10-leading causes of death for this group
but were not included in the IHS nethodol ogy.

Source: State of California, Department of Health Services, Health Data
and Statistics Branch.



Tabl e 46

DI SCHARGES FROM CALI FORNI A HOSPI TALS(|) BY RACE/ETHNICITY(2)
CALI FORNI A, 1988

RACE/

ETHNI CI TY NUVBER PERCENT
TOTAL 3,596,669 100.0(3)
ﬁrg;LgaRhgpsgan/ 6,672 0.2
Asi an 177, 811 4.9

Bl ack 319, 645 8.9

H spani c 671, 547 18.7
Wi te 2,347,214 65. 3

Q her 46, 415 1.3
Unknown 27, 365 0.8

(1) Includes out-of-state residents.

EZ{ Coded by hospital personnel. _ _
3) Percentages may not sumto 100. 0% due to independent roundi ng;

Source: State of California, Ofice of Statew de Health Planning and
Devel opnent .



Tabl e 47

COVPARI SON OF AMERI CAN | NDI AN/ ALASKA NATI VE NEVWBORN HOSPI TAL RECORDS( | )
AND AMERI CAN | NDI ANV ALASKA NATI VE Bl RTH CERTIFICATES (2)
BY TYPE OF COUNTY(3)
CALI FORNI A RESI DENTS, 1988

NUMBER OF
Al / AN NUMBER OF RATI O
NEVBBORN Al / AN Bl RTH CERTI FI CATES/

TYPE OF COUNTY HOSPI TAL RECORDS Bl RTH CERTI FI CATES HOSPI TAL RECCORDS
Al 58 908 5,764 6.3
| ndi an 442 2,983 6.7
Non- | ndi an 466 2,781 6.0
Federal |y Recogni zed 231 1,779 7.7
Non- Federal | y Recogni zed 74 560 7.6
I ndi sput ably Rural 36 148 4.1
I ndi sputably Urban 407 2,318 5.7
Contract Clinic Accessible 302 1,948 6.5

to 80% of Al/AN
Contract Cinic Accessible 99 647 6.5

to 50% of Al/AN
Contract dinic Not 39 381 9.8

Accessible to Al/AN

(1) Infant's race/ethnicity coded by hospital personnel.
(2) Mother and/or father coded as Al/AN, including Hispanics.
(3) See Appendix 2 for definitions of county groups. ©

Source: State of California, Ofice of Statewi de Health Planning and
Devel opnent .
State of California, Departnent of Health Services, Health Data and
Statistics Branch.



Tabl e 48

AVERI CAN | NDI AN/ ALASKA NATI VE HOSPI TAL DI SCHARGES BY TYPE OF COUNTY(I)
CALI FORNI A RESI DENTS, 1988

PERCENT OF
NUVBER OF Al/AR TOTAL Al/ AN
TYPE OF COUNTY DI SCHARGES DI SCHARGES
Al 58 6, 359 100.0(2)
[ ndi an 3,035 47.7
Non- | ndi an 3,324 52.3
Federal | y Recogni zed 1, 640 25.8
Non- Federal |y Recogni zed 592 9.3
I ndi sput ably Rural 152 2.4
I ndi sput ably Urban 2,682 42.2
Contract dinic Accessible 2,099 33.0
to 80% Al /AR
Contract dinic Accessible 651 10.2
to 50% Al /AN
Contract dinic Not 277 4.4

Accessible to Al/AN

Elg See Appendix 2 for definitions of county groups. .
2) Percentages may not sum to 100.0% due to Independent rounding.

Source: State of California, Ofice of Statew de Health Planning and
Devel oprent .



AGE
ALL AGES

<15

15-24

2.5-64

65+

AGE
ALL AGES

<15

15-24

25- 64

65+

Tabl e 49

HOSPI TAL DI SCHARGES(|1) BY AGE AND SEX
AMERI CAN | NDI ANS/ ALASKA NATI VES AND ALL RACES
CALI FORNI' A, 1988 AND UNI TED STATES, FY 1989

TOTAL

6,669 (2)
100.0(3)

1,685
25.3

993
14.9

3,161
47. 4

830
12. 4

TOTAL

3,595,448 (4)

100.0

742, 810
21.6

406, 684
11.8

1,358,192
39.6

925, 411
27.0

CALI FORNI A
1988

FEMALE

3, 747
100.0

788
21.0

732
19.5

1,798
48.0

429
11. 4

ALL RACES
CALI FORNI A

1988
FEMALE

2,121,823
100.0

348,994

16. 4

308, 346
14.5

949,850

4 4 .

514, 633
24.3

AMERI CAN | NDI ANS/
ALASKA NATI VES

MALE

2,922
100.0

' 897
30.7

261
1, 363
46. 6

401
13.7

MALE

1,473,625
100.0

393,816
26. 7

98, 320
6.7

570, 681
8 38.7

410, 808
27.9

(conti nued)



Tabl e 49 (continued)

ANVERI CAN | NDI ANS/
ALASKA NATI VES
UNI TED STATES(5)

FY 1989
AGE TOTAL FEMALE MALE
ALL AGES 96, 431 60, 431 36, 000
100.0 100.0 100.0
<15 17, 386 7,663 9,723
18.0 12. 7 27.0
15-24 20, 064 16, 152 3,912
20.8 26. 7 10.9
25-64 47,109 30, 125 16, 984
48.9 49.9 47.2
65+ 11, 872 6, 491 5, 381
12.3 10. 7 14.9

1) By occurrence.
EZ% Excludes 2 discharges missing information on age and 1 di scharge
m ssing information on sex. ,
3) Percentages may not sumto 100.0% due to independent rounding.
4) Excludes 1,221 discharges missing information on age and/or sex.
5 Iﬁclqde? I ndi an Health Service and tribal direct and contract general
ospitals.

Source: State of California, Ofice of State Health Pl anning and
Devel opnent .
| ndian Health Service, Ofice of Planning, Evaluation and
Legi sl ati on.



Chart 38

BY RACE AND AGE
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PERCENT

Chart 39

HOSPITAL DISCHARGES BY RACE AND AGE
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HOSPITAL DISCHARGES BY RACE AND AGE
CALIFORNIA, 1988
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Chart 41

HOSPITAL DISCHARGES BY AGE
AMERICAN INDIANS/ALASKA NATIVES
FEMALE
FEDERALLY RECOGNIZED COUNTIES
CALIFORNIA RESIDENTS, 1988

W <15

W 15-24
B 2564
m 65+




Chart 42

HOSPITAL DISCHARGES BY AGE
AMERICAN INDIANS/ALASKA NATIVES
FEMALE |
NON-FEDERALLY RECOGNIZED COUNTIES
CALIFORNIA RESIDENTS, 1988
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Chart 43

HOSPITAL DISCHARGES BY AGE
AMERICAN INDIANS/ALASKA NATIVES
MALE
FEDERALLY RECOGNIZED COUNTIES
CALIFORNIA RESIDENTS, 1988
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B 15-24
Q 2564
Al 65+




Chart 44

HOSPITAL DISCHARGES BY AGE
AMERICAN INDIANS/ALASKA NATIVES
MALE
NON-FEDERALLY RECOGNIZED COUNTIES

CALIFORNIA RESIDENTS, 1988




Tabl e 50

HCOSPI TAL DI SCHARGES BY AGE AND SEX
AVERI CAN | NDI ANS/ ALASKA NATI VES
FEDERALLY RECOGNI ZED AND NON- FEDERALLY RECOGNI ZED COUNTI ES
CALI FORNI A RESI DENTS, 1988

FEDERALLY RECOGNI ZED COUNTI ES NON- FEDERALLY RECOGNI ZED COUNTI ES

AGE TOTAL FEMALE MALE TOTAL FEMALE MALE
ALL AGES 1,640(1) 951 689 592 318 274
100.0(2) 100. 0 100. 0 100. 0 100. 0 100. 0

<15(3) 394 191 203 240 101 139
24.0 20.1 29.5 40. 5 31.8 50.7

15-24 262 196 66 100 72 28
16.0 20.6 9.6 16.9 22.6 10. 2

25-64 47 443 323 191 112 79
46. 7 46. 6 46.9 32.3 35.2 28. 8

65+ 218 121 97 61 33 28
13.3 12.7 14.1 10. 3 10. 4 10. 2

(1) Excludes 1 discharge mssing information on sex.
(2) Percentages may not sum to 100.0% due to independent rounding.
(3) Includes |ive newborns.

Sour ce: State of California, Ofice of Statew de Health Planning and
Devel opnent.



| CD- 9( 3)
CODES

630-676
vVo1l-vs8a

520~579
800-999
460-519
290-319
390-459
580-629
140-239
780-799
240-279
710- 739
001-139
680- 709
760- 779
320- 389
280- 289
740- 759

(1) Principal

Tabl e 51

RANKED CAUSES(1) OF HOSPI TALI ZATI ON
AVERI CAN | NDI AN ALASKA NATI VE DISCHARGES (2)
FEMALE
ALL 58 COUNTIES
CALI FORNI A, 1988

DI AGNCSTI C
CATEGORY

ALL CAUSES

DELI VERI ES AND COVPLI CATI ONS OF PREGNANCY
OTHER FACTORS | NFLUENCI NG HEALTH STATUS AND
CONTACT W TH HEALTH SERVI CES( 5)

DI GESTI VE SYSTEM DI SEASES

I NJURY AND PO SONI NG

RESPI RATORY SYSTEM DI SEASES

MENTAL DI SORDERS

Cl RCULATORY SYSTEM DI SEASES

GENI TOURI NARY SYSTEM DI SEASES

NEOPLASNS

SYMPTOVS AND | LL- DEFI NED CONDI TI ONS
ENDOCRI NE, NUTRI TI ONAL AND METABCLI C DI SEASES
MUSCULOSKELETAL SYSTEM DI SEASES

I NFECTI QUS AND PARASI TI C DI SEASES

SKI' N DI SEASES

NEONATAL CONDI TlI ONS

NERVOUS SYSTEM DI SEASES

BLOOD DI SEASES

CONGENI TAL  ANOVALI ES

di agnoses only.

(2) By occurrence.

(3) Internationa
(4) Percentages may not
(5) Includes
donating an organ or
and specific treatnents (e.g.

Sour ce:

State of California,
Devel opnent.

Classification of D seases,
sum to 100. 0% due to independent
li ve newborns; reasons other

ti ssue or

9th Revi sion.

roundi ng.
than illness or injury (e.g.,
receiving a preventive vaccination);

dialysis or chenotherapy)...

NUVBER PERCENT

3,749

1,204
568

309
239
211
190
188
179
108
106
100
81
78
56
51
48
18
15

100.

32.

0(4)

1

15.2

Ofice of Statewi de Health Pl anning and
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Tabl e 52

RANKED CAUSES(1) OF HOSPI TALI ZATI ON
ALL RACES DI SCHARGES(2)

FEMALE

ALL 58 COUNTI ES

CALI FORNI A, 1988
ICD-9(3) DI AGNCSTI C .
CODES CATEGORY NUVBER PERCENT

ALL CAUSES 2,121,611(4) 100.0(5)
630-676 DELI VERI ES AND COWPLI CATI ONS OF PREGNANCY 595,795 28.1
V01-v82 OTHER FACTORS | NFLUENCI NG HEALTH STATUS AND 307, 159 14.5
CONTACT W TH HEALTH SERVI CES( 6)

390- 459 Cl RCULATORY SYSTEM DI SEASES 205, 004 9.7
520- 579 DI GESTI VE SYSTEM DI SEASES 150, 019 7.1
460- 519 RESPI RATORY SYSTEM DI SEASES 126, 197 5.9
800- 999 I NJURY AND PO SONI NG 125, 385 5.9
580- 629 GENI TOURI NARY SYSTEM DI SEASES 114, 559 5.4
140- 239 NEOPLASMS 109, 541 5.2
290- 319 MENTAL DI SORDERS 96, 831 4.6
710- 739 MUSCULCSKELETAL SYSTEM DI SEASES 68, 291 3.2
780- 799 SYMPTOVS AND | LL- DEFI NED CONDI TI ONS 64, 918 3.1
240- 279 ENDOCRI NE, NUTRI TI ONAL AND METABCLI C DI SEASES 48, 467 2.3
320- 389 NERVOUS SYSTEM DI SEASES 30,440 1.4
001- 139 | NFECTI QUS AND PARASI TI C DI SEASES 29, 343 1.4
680- 709 SKI N DI SEASES 20, 067 0.9
280- 289 BLOOD DI SEASES 13, 647 0. 6
740- 759 CONGENI TAL  ANOVALI ES 8, 769 0. 4
760-779 NEONATAL CONDI TI ONS 7,179 0.3
(1) Principal diagnoses only.
(2) By occurrence.
% International Cassification of D seases, 9th Revision
2 ) Excludes 734 discharges missing information on principal diagnosis
(5) Percentages may not sum to 100.0% due to independent rounding.
(6) Includes live newborns; reasons other than illness or injury (e.qg.

donating an organ or
and specific treatnments (e.qg.

Sour ce:

State of California,
Devel opnent.

ti ssue or
di al ysis or

Ofice of Statewide Health Pl anning and

receiving a preventive vaccination);
chenot her apy) .



| CD- 9( 3)
CODES

V01-V82

800-999
520-579
390-459
290- 319
460-519
780-799
680- 709
710-739
140- 239
580- 629
001-139
240- 279
320- 389
760-779
740- 759
280- 289

(1) Principal

Tabl e 53

RANKED CAUSES(1) OF HGOSPI TALI ZATI ON
AVERI CAN | NDI AN ALASKA NATI VE DISCHARGES (2)
MALE
ALL 58 COUNTI ES
CALI FORNI' A, 1988

DI AGNCSTI C
CATEGORY

ALL CAUSES

OTHER FACTORS | NFLUENCI NG HEALTH STATUS AND
CONTACT W TH HEALTH SERVI CES( 5)

I NJURY AND PO SONI NG

DI GESTI VE SYSTEM DI SEASES

Cl RCULATORY SYSTEM DI SEASES

MENTAL DI SORDERS

RESPI RATORY SYSTEM DI SEASES
SYMPTOVS AND | LL- DEFI NED CONDI TI ONS
SKI' N DI SEASES

MUSCULOSKELETAL SYSTEM DI SEASES
NEOPLASNMS

GENI TOURI NARY SYSTEM DI SEASES

I NFECTI QUS AND PARASI TI C DI SEASES

ENDOCRI NE, NUTRI TI ONAL AND METABCLI C DI SEASES

NERVQUS SYSTEM DI SEASES
NEONATAL CONDI Tl ONS
CONGENI TAL  ANOVALI ES
BLOOD DI SEASES

di agnoses only.

(2) By occurrence.

(3) Internationa

(4) Percentages nmay nhot

(5) Includes live newoorns;
donating an organ or tissue or
and specific treatnents (e.g.

Sour ce:

State of California,
Devel opnent .

Classification of D seases,

9t h Revi si on.
sum to 100.0% due to independent
reasons other than illness or

NUVBER PERCENT

2,922
535
433

309
305

roundi ng.
injury (e.g.
receiving a preventive vaccination);
di al ysis or chenot herapy).

100.0(4)

| a.

e
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Ofice of Statewi de Health Pl anning and



| CD- 9( 3)

V01-v82

390- 459
800- 999
520-579
460-519
290- 319
140- 239
580- 629
710-739
780-799
001-139
240- 279
320- 389
680- 709
280- 289
740- 759
760-779

) Principal
By occurrence.
I nternati ona

RANKED CAUSES(1) OF HOSPI TALI ZATI ON
ALL RACES DI SCHARCES( 2)

DI AGNCSTI C
NAME

ALL CAUSES

OTHER FACTORS | NFLUENCI NG HEALTH STATUS AND
CONTACT W TH HEALTH SERVI CES( 6)
Cl RCULATORY SYSTEM DI SEASES

Tabl e 54

MALE

ALL 58 COUNTI ES
CALI FORNI A,

I NJURY AND PO SONI NG
DI GESTI VE SYSTEM DI SEASES

RESPI RATORY SYSTEM DISEASES

MENTAL DI SORDERS

NECPLASMS

GENI TOURI NARY SYSTEM DI SEASES
MUSCULOSKELETAL SYSTEM DI SEASES
SYMPTOMS AND | LL- DEFI NED CONDI Tl ONS
I NFECTI QUS AND PARASI TI C DI SEASES

ENDOCRI NE, NUTRI TI ONAL AND METABCLI C DI SEASES

NERVOUS SYSTEM DI SEASES

SKI'N DI SEASES
BLOOD DI SEASES

CONGENI TAL  ANOVALI ES
NEONATAL CONDI TI ONS

Per cent ages may not
| ncl udes

live newborns;
donating an organ or

di agnoses only.

1

2)

3) Classification of
4) Excludes 836 discharges m ssing
5)

6)

~ reasons ot her
ti ssue or

and specific treatnments (e.g.

Sour ce:

State of California,
Devel opnent .

Ofice of

D seases,

di al ysis or

NUMBER

1,473,185 (4)

305, 262

228, 020
162, 923
129, 733
122, 374
108, 067
71,977
71, 935
61, 813
58, 863
34, 515
33, 163
29, 585
22,961
11, 695
10, 662
9, 637

9t h Revi si on.
informati on on principa
sum to 100.0% due to independent
than illness or
receiving a preventive vaccination);
chenot her apy) .

St atewi de Heal th Pl anning and

di agnosi s.
roundi ng.
injury (e.g.

100

N
o
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Tabl e 55

RANKED CAUSES(1) OF HOSPI TALI ZATI ON
AVERI CAN | NDI AN/ ALASKA NATI VE DI SCHARGES( 2)
FEMALE AND MALE
FEDERALLY RECOGNI ZED COUNTI ES
CALI FORNI A, 1988

|cp-9( 3) DI AGNOSTIC

- CODE CATEGORY NUVBER PERCENT
ALL CAUSES 1,641 100.0(4)
630-676  DELI VERI ES AND COVPLI CATI ONS OF PREGNANCY. 300 18. 3
V01-v82  OTHER FACTORS | NFLUENCI NG HEALTH STATUS AND 258 15.7
CONTACT W TH HEALTH SERVI CES( 5)

800- 999 I NJURY AND PO SONI NG 181 11.0
460- 519 RESPI RATORY SYSTEM DI SEASES 147 9.0
520- 579 DI GESTI VE SYSTEM DI SEASES 145 8.8
390-459  CI RCULATORY SYSTEM DI SEASES 126 7.7
290- 319 MENTAL DI SORDERS 106 6.5
580-629  GENI TOURI NARY SYSTEM DI SEASES 72 4.4
780- 799 SYMPTOVS AND | LL- DEFI NED CONDI Tl ONS 68 4.1
710-739 MUSCULOSKELETAL SYSTEM DI SEASES 52 3.2
240- 279 ENDOCRI NE, NUTRI TI ONAL AND METABQOLI C DI SEASES 38 2.3
140- 239 NEOPLASNS 36 2.2
320-389  NERVOUS SYSTEM DI SEASES 34 2.1
001-139 - | NFECTI QUS AND PARASI TI C DI SEASES 29 1.8
680- 709 SKI N DI SEASES 122 1.3
760- 779 NEONATAL CONDI Tl ONS ‘12 0.7
280- 289 BLOCOD DI SEASES 9 0.6
740- 759 CONGENI TAL  ANOMVALI ES 6 0.4

1) Principal diagnoses only.

2) By occurrence. o

3) International Cassification of Diseases, 9th Revision. .

4) Percentages nmay not sum to 100.0% due to independent rounding.

5) . Includes live newborns; reasons other than illness or injury (e.qg.,
donating an organ or tissue or receiving a preventive vaccination),;
and specific treatments (e.g., dialysis or chenotherapy).

Source: State of California, Ofice of Statew de Health Planning and
Devel opment .



CALI FORNI A, 1988
| CD-9(3) DI AGNOSTIC
CODES CATEGORY NUVBER PERCENT
ALL CAUSES 596,973 (4) 100.0(5)
V01-v82 OTHER FACTORS | NFLUENCI NG HEALTH STATUS AND 101, 805 17.1
CONTACT W TH HEALTH SERVI CES( 6)
630- 676 DELI VERI ES AND COWVPLI CATI ONS OF PREGNANCY 99, 375 16.6
390- 459 Cl RCULATORY SYSTEM DI SEASES 70, 670 11.8
800- 999 I NJURY AND PO SONI NG 50, 206 8.4
520- 579 DI GESTI VE SYSTEM DI SEASES 44,779 7.5
460- 519 RESPI RATORY SYSTEM DI SEASES 42, 644 7.1
290- 319 MENTAL DI SORDERS 37,320 6.3
580- 629 GENI TOURI NARY SYSTEM DI SEASES 30, 982 5.2
140- 239 NEOPLASNMS 28, 464 4.8
710-739 MUSCULCSKELETAL SYSTEM DI SEASES 22,006 3.7
780- 799 SYMPTOVE AND | LL- DEFI NED CONDI TI ONS 19, 459 3.3
240- 279 ENDOCRI NE, NUTRI TI ONAL AND METABOLI C DI SEASES 13, 389 2.2
001-139 | NFECTI QUS AND PARASI TI C DI SEASES 9, 658 1.6
320- 389 NERVOUS SYSTEM DI SEASES 9,570 1.6
680- 709 SKI N DI SEASES 5, 989 1.0
280- 289 BLOOD DI SEASES 3,871 0.7
760-779 NEONATAL CONDI TlI ONS 3,419 0.6
740- 759 CONGENI TAL  ANOVALI ES 3, 367 0.6
(1) Principal diagnoses only.
(2) By occurrence.
(3) International Cassification of D seases, 9th Revision.
(4) Excludes 261 discharges mssing information on principal diagnosis
(5) Percentages may not sum to 100.0% due to independent rounding.
(6) Includes live newborns; reasons other than illness or injury (e.g.

donating an organ or tissue or
and specific treatnments (e.g.

Sour ce:

State of California,
Devel opnent.

Tabl e 56

RANKED CAUSES(1) OF HOSPI TALI ZATI ON
ALL RACES DI SCHARGES(2)
FEMALE AND MALE
FEDERALLY RECOGNI ZED COUNTI ES

di al ysis or

receiving a preventive vaccination);
chenot her apy) .

Ofice of Statewide Health Planning and



Tabl e 57

RANKED CAUSES(|) OF HGOSPI TALI ZATI ON
AVERI CAN | NDI AN ALASKA NATI VE DISCHARGES (2)
FEMALE AND MALE
NON- FEDERALLY RECOGNI ZED COUNTI ES
CALI FORNI' A, 1988

| CD-9(3) DI AGNOSTI C

* CODES CATEGORY NUMBER PERCENT

ALL CAUSES 592  100.0(4)
630-676 DELI VERI ES AND COWPLI CATI ONS OF PREGNANCY 93 15.7
v01-v82 OTHER FACTORS | NFLUENCI NG HEALTH STATUS AND 75 12.7
CONTACT W TH HEALTH SERVI CES(5)
460- 519 RESPI RATORY SYSTEM DI SEASES 66 11.2
800-999 I NJURY AND PO SONI NG 64 10. 8
520-579 DI GESTI VE SYSTEM DI SEASES 54 9.1
760-779 NEONATAL CONDI TI ONS 39 6.6
240- 279 ENDOCRI NE, NUTRI TI ONAL AND METABOLI C DI SEASES 29 4.9
290- 319 MENTAL DI SORDERS 28 4.7
390- 459 Cl RCULATORY SYSTEM DI SEASES 22 3.7
140- 239 NECPLASMS 21 3.6
001- 139 I NFECTI QUS AND PARASI TI C DI SEASES 20 3.4
680- 709 SKI' N DI SEASES 20 3.4
780- 799 SYMPTOVE AND | LL- DEFI NED CONDI TI ONS 17 2.9
580- 629 CENI TOURI NARY SYSTEM DI SEASES 14 2.4
740- 759 CONGENI TAL  ANOVALI ES 12 2.0
710- 739 MUSCULCSKELETAL SYSTEM DI SEASES 7 1.2
320- 389 NERVOUS SYSTEM DI SEASES 7 1.2
280- 289 BLOOD DI SEASES 4 0.7
Elg Princi pal diagnoses only.
2) By occurrence.
23; International Cassification of D seases, 9th Revision
4) Percentages may not sum to 100.0% due to independent rounding.

(5) Includes |ive newborns; reasons other than illness or injury (e.g.,

donat i ng an organ or tl ssue or receivi ng a preventl ve vaccinati on)

and specific treatnments (e.g.,

Sour ce:

State of California,
Devel opnent.

di al ysis or chenot herapy).

Ofice of Statew de Health Planning and



| CD- 9( 3)
CODES

vV01-v82

630-676
390- 459
520-579
800-999
460-519
580- 629
140- 239
290- 319
710-739
780- 799
240- 279
320- 389
001-139
680- 709
760-779
280- 289
740- 759

Pri
By

Sour ce:

Excl udes 89 discharges m ssing
Percent ages may not
6) Includes
donating an organ or
and specific treatnents (e.g.

1)
2)
3) Internationa
4)
5)

Tabl e 58

RANKED CAUSES(1) OF HOSPI TALI ZATI ON
ALL RACES DI SCHARGES(?2)
FEMALE AND MALE
NON- FEDERALLY RECOGNI ZED COUNTI ES
CALI FORNI A, 1988

DI AGNCSTI C
CATEGORY
ALL  CAUSES

OTHER FACTORS | NFLUENCI NG HEALTH STATUS AND
CONTACT W TH HEALTH SERVI CES( 6)
DELI VERI ES AND COVPLI CATI ONS OF
Cl RCULATORY SYSTEM DI SEASES

DI GESTI VE SYSTEM DI SEASES

I NJURY AND PO SONI NG

RESPI RATORY SYSTEM DI SEASES
GENI TOURI NARY SYSTEM DI SEASES
NEOPLASNS

MENTAL DI SORDERS
MUSCULOSKELETAL SYSTEM DI SEASES
SYMPTOVS AND | LL- DEFI NED CONDI Tl ONS

ENDOCRI NE, NUTRI TI ONAL AND METABCLI C DI SEASES
NERVOUS SYSTEM DI SEASES

I NFECTI QUS AND PARASI TI C DI SEASES

SKI N DI SEASES

NEONATAL CONDI TI ONS

BLOOD DI SEASES

CONGENI TAL  ANOVALI ES

PREGNANCY

nci pal di agnoses only.
occurrence.

Classification of D seases,

~ reasons ot her
ti ssue or

live newborns;
di al ysis or

State of California,
Devel opnent .

Ofice of

NUMVBER
219, 207 (4)

35, 152

33, 589
28, 887
18, 716
18, 040
16, 684
12, 069
11, 381
9, 275
9,115
8, 265
4,964
3, 349
3, 305
2,421
1,475
1, 305
1, 215

9th Revi sion.
information on principa
sum to 100. 0% due to independent

than illness or
receiving a preventive vaccination);
chenot her apy) .

Statew de Health Pl anning and

di agnosi s.
r oundi ng.
injury (e.g.

100.

[ER
[op)
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OO0ORRPRLPNWADNCIUIN0C0 WU
O R~NRPUITIWORNNOONTINW

PERCENT
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Tabl e 59

MEAN AGE AND MEAN TOTAL CHARGES BY DI AGNOSTI C CATEGORY(1) OF HOSPI TALI ZATI ON
AMERI CAN | NDI AN ALASKA NATI VE AND ALL RACES DI SCHARGES(P)
CALI FORNI A, 1988

VEAN MVEAN
AGE CHARGES( 3)
(in years) (in dollars)
AMERI CAN AMERI CAN
| NDI AN/ | NDI AN/
ICD-9(4) DI AGNCSTI C ALASKA ALL ALASKA ALL
CCDES CATEGORY NATI VE RACES NATI VE RACES
v01-v82 OTHER FACTORS | NFLUENCI NG HEALTH STATUS AND 5.3 7.9 2,115 2,920
CONTACT W TH HEALTH SERVICES(5)
001- 139 | NFECTI QUS AND PARASI TI C DI SEASES 38.1 40.0 13, 500 10, 906
140- 239 NEOPLASMS 52.1 58. 6 10, 533 11, 843
240-278 ENDOCRI NE, NUTRI TI ONAL AND METABOLI C DI SEASES 49.0 54.8 7,222 7,440
280-289 BLOOD DI SEASES 38.8 44,5 3,979 6, 934
290- 319 MENTAL DI SORDERS 33.3 37.6 8,523 9,314
320-389 NERVOUS SYSTEM DI SEASES 31.1 45. 6 6,918 8, 624
390- 459 Cl RCULATORY SYSTEM DI SEASES 60. 3 67.0 10, 221 11, 895
460-519 RESPI RATORY SYSTEM DI SEASES 38.0 49. 3 8, 149 9,704
520- 579 DI GESTI VE SYSTEM DI SEASES 40. 4 50.5 8, 810 8,621
580-629 GENI TOURI NARY SYSTEM DI SEASES 47. 4 50.9 5,616 6, 380
630- 676 DELI VERI ES AND CQOWVPLI CATI ONS OF PREGNANCY 26.1 26. 7 2,621 2,134
680-709 SKI N DI SEASES 40.9 47.6 6, 968 8, 449
710-739 MJUSCULOSKELETAL SYSTEM DI SEASES 45. 6 50.9 9,219 8, 877
740- 759 CONGENI TAL  ANOVALI ES 11.7 12. 4 18, 832 14, 324
760- 779 NEONATAL CONDI TI ONS 0.0 0.2 27,919 19, 589
780-799 SYMPTOMS AND | LL- DEFI NED CONDI TI ONS 39.6 51.3 4,224 4,949
800-999 I NJURY AND PO SONI NG 33.7 43.8 7,751 9, 564

(1) Principal diagnoses only.

(2) By occurrence.

(3) Excludes discharges from Kai ser Hospitals, for which financial information was inconplete

(4) International Cassification of D seases, 9th Revision.

(5) Includes live newborns; reasons other than illness or injury (e.g., donating an organ or
tissue or receiving a preventive vaccination); and specific treatnents (e.g., dialysis or
chenot her apy) .

Sour ce: State of California, Ofice of Statewi de Health Planning and Devel opnent.



Tabl e 60 °

15 LEADI NG HOSPI TAL DI AGNCSES( 1)
AVERI CAN | NDI AN/ ALASKA NATI VE DI SCHARGES( 2)
FENVALE
ALL 58 COUNTI ES
CALI FORNI' A, 1988

| CD- 9( 3)
CCDE DI AGNCSI S NUMBER PERCENT
ALL DI AGNCSES 3,749 100.0(4)
V30 SI NGLE LIVEBORN 501  13.4
650 DELI VERY IN A COVPLETELY NORMAL CASE 310 8.3
664 TRAUMA TO PERINEUM AND W.VA DURI NG DELI VERY 157 4.2
654 ABNORMALI TY OF ORGANS AND SOFT TI SSUES OF PELVIS 88 2.3
574 CHOLELI THI ASI S 84 2.2
656 OTHER FETAL AND PLACENTAL PROBLEMS AFFECTI NG 67 1.8
MANAGEMENT OF MOTHER
644 EARLY OR THREATENED LABOR 57 1.5
296 AFFECTI VE PSYCHOSES 55 1.5
661 ABNCRMALI TY OF FORCES OF LABOR 48 1.3
48.6 PNEUMONI A, ORGANI SM UNSPEC! FI ED 47 1.3
493 ASTHVA 46 1.2
250 DI ABETES MELLITI' S 44 1.2
648 OTHER CURRENT CONDI TIONS |N THE MOTHER 44 1.2
CLASS| FI ABLE ELSEWHERE, BUT COWPLI CATI NG
PREGNANCY, CHI LDBIRTH, OR THE PUERPER UM
663 UVBI LI CAL CORD COWPLI CATI ONS 44 1.2
658 OTHER PROBLEMS ASSOCI ATED W TH AMNI OTI C 40 1.1
CAVITY AND MEMBRANES
682 OTHER CELLULITI'S AND ABSCESS 40 1.1
ALL OTHER DI AGNOSES 2,077  55.2

(1) Principal diagnoses only.

(2) By occurrence.

(3) International dassification of D seases, 9th Revision.

(4) Percentages may not sum to 100.0% due to independent rounding.

Sour ce: State of California, Ofice of Statewi de Health Pl anning and
Devel opnent.



Tabl e 61

15 LEADI NG HOSPI TAL DI AGNOSES(|)
ALL RACES DI SCHARGES(2)
FEMALE
ALL 58 COUNTI ES
CALI FORNI A, 1988

1CD-9 (3)
CODE DI AGNCSI S NUVBER  PERCENT
ALL DIAGNOSES "2,121,661(4) 100.0(5
V30 SI NGLE LIVEBORN 249,053 11.7
650 DELI VERY IN A COVPLETELY NORMAL CASE 130, 706 6.2
664 TRAUMA TO PERI NEUM AND W.VA DURI NG DELI VERY 82, 409 3.9
654 ABNORMALI TY OF ORGANS AND SOFT TISSUES OF PELVIS 45, 278 2.1
656 OTHER FETAL AND PLACENTAL PROBLEMS AFFECTING 37,677 1.8
MANAGEMENT OF MOTHER
644 EARLY OR THREATENED LABCR 35,269 1.7
296 AFFECTI VE PSYCHOSES 34, 750 1.6
428 HEART FAI LURE 34, 538 1.6
663 UMBI LI CAL CORD COMPLI CATI ONS 34, 322" 1.6
574 CHOLELI THI ASI S 32, 049 1.5
V58 OTHER AND UNSPEC! FI ED AFTERCARE 28,578 1.3
411 OTHER ACUTE AND SUBACUTE FORMVB OF | SCHEM C 27,042 1.3
HEART DI SEASE
493 ASTHVA 26, 518 1.2
486 PNEUMONI A,  ORGANI SM UNSPEC! FI ED 26, 028 1.2
786 SYMPTOVB | NVOLVI NG RESPI RATORY SYSTEM AND 22,557 1.1
OTHER CHEST SYMPTOVS
ALL OTHER DI AGNCSES 1,274,837 60. 2

(1) Principal diagnoses only.

(2) By occurrence.

(3) International dassification of D seases, 9th Revision

(4) Excludes 734 discharges missing information on principal diagnosis.
(5) Percentages may not sum to 100.0% due to independent rounding.

Sour ce: State of California, Ofice of Statew de Health Planning and
Devel opnent .



Tabl e 62

15 LEADI NG HOSPI TAL DI AGNOSES(|)
AVERI CAN | NDI AN ALASKA NATI VE DI SCHARCES( 2)
MALE
ALL 58 COUNTI ES
CALI FORNI' A, 1988

| CD- 9( 3)
CODE DI AGNCSI S NUVBER PERCENT
ALL DI AGNOSES 2,922 100.0(4)
V30 SI NGLE LIVEBORN 456 15.6
682 OTHER CELLULITI'S AND ABSCESS 74 2.5
493 ASTHVA 61 2.1
486 PNEUMONI A, ORGANI SM  UNSPEC! FI ED 60 21
303 ALCOHOL DEPENDENCE SYNDROVE 55 1.9
780 GENERAL SYMPTOVB 48 1.6
250 DI ABETES MELLITI'S 46 1.6
296 AFFECTI VE PSYCHOSES 46 1.6
411 OTHER ACUTE AND SUBACUTE FORMB OF | SCHEM C 41 1.4
HEART DI SEASE
410 ACUTE MYOCARDI AL | NFARCTI ON 40 1.4
428 HEART FAI LURE 38 1.3
540 ACUTE APPENDI CI TI S 38 1.3
291 ALCOHOLI C  PSYCHOSES 32 1.1
295 SCHI ZOPHRENI C DI SORDERS 32 1.1
571 CHRONI C LI VER DI SEASE AND Cl RRHCSI S 32 1
577 DI SEASES OF PANCREAS 3 2 1.1
ALL OTHER DI AGNOSES 1,791 61.2

(1) Principal diagnoses only.

(2) By occurrence.

(3) International Cdassification of Diseases, 9th Revision.

(4) Percentages may not sum to 100.0% due to independent rounding.

Sour ce: State of California, Ofice of Statewi de Health Planning and
Devel opnent .



Tabl e 63

15 LEADI NG HOSPI TAL DI AGNOSES(|)
ALL RACES DI SCHARGES(2)
MALE
ALL 58 COUNTI ES
CALI FORNI A, 1988

. 1CD-9(3)
CODE DI AGNOSI S NUVMBER  PERCENT
ALL DI AGNCSES 1,473,185(4) 100.0(5)
V30 SI NGLE LIVEBORN 260, 423 17.7
411 OTHER ACUTE AND SUBACUTE FORMS OF | SCHEM C 31, 597 2.1
HEART DI SEASE
428 HEART FAI LURE 30, 156 2.0
410 ACUTE MYOCARDI AL | NFARCTI ON 29, 054 2.0
486 PNEUMONI A, ORGANI SM UNSPECI FI ED 25, 962 1.8
600 HYPERPLASI A OF PROSTRATE 25, 856 1.8
786 SYMPTOMS | NVOLVI NG RESPI RATORY SYSTEM AND 22, 660 1.5
OTHER CHEST SYMPTOMS
414 OTHER FORMS OF CHRONI C | SCHEM C HEART DI SEASE 22,399 1.5
427 CARDI AC DYSRHYTHM AS 21, 470 1.5
296 AFFECTI VE PSYCHOSES 20, 809 1.4
V58 OTHER AND UNSPECI FI ED AFTERCARE 20, 700 1.4
493 ASTHVA 20, 182 1.4
295 SCH ZOPHRENI C DI SORDERS 19, 679 1.3
303 ALCOHOL DEPENDENCE SYNDROVE 19, 087 1.3
780 GENERAL SYMPTOMS 18, 662 1.3
ALL OTHER DI AGNOSES 884, 489 60. 0

(1) Principal diagnoses only.

(2) By occurrence. .

(3) International Cassification of D seases, 9th Revision

(4) Excludes 836 discharges mssing information on principal diagnosis.
(5) Percentages may not sum to 100.0% due to independent rounding.

Sour ce: State of California, Ofice of Statew de Health Planning and
: Devel opnent .



| CD- 9( 3)
CCDE

V30
650
486
574
664
493
780
654
250
296
428
295
786

540
599

Tabl e 64

15 LEADI NG HOSPI TAL DI AGNOSES(|)
AVERI CAN | NDI AN ALASKA NATI VE DI SCHARGES( 2)
FEMALE AND NALE
FEDERALLY RECOGNI ZED COUNTI ES
CALI FORNI A, 1988

DI AGNCSES
ALL DI AGNCSES

SI NGLE LIVEBORN

DELI VERY I N A COVWPLETELY NCORVAL CASE
PNEUMONI A, ORGANI SM  UNSPECI FI ED

CHCOLELI THI ASI S

TRAUVA TO PERINEUM AND W.VA DURI NG DELI VERY
ASTHVA

GENERAL SYMPTOVS

ABNORMALI TY OF ORGANS AND SCOFT TI SSUES OF PELVI S
DI ABETES MELLITIS

AFFECTI VE PSYCHOSES

HEART FAI LURE

SCHI ZOPHRENI C DI SORDERS

SYMPTOMS | NVOLVI NG RESPI RATORY SYSTEM AND
OrHER CHEST SYMPTOVS

ACUTE APPENDICI TI S

OTHER DI SORDERS OF URETHRA AND URI NARY TRACT

ALL OTHER DI AGNGCSES

(1) Principal diagnoses only.

(2) By occurrence.

2% International Cdassification of D seases, 9th Revision.
)

Percentages may not sum to 100.0% due to independent rounding.

Sour ce:

State of California,
Devel opnent.

NUMBER PERCENT

1, 641

100.0(4)
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Tabl e 65

15 LEADI NG HOSPI TAL DI AGNOSES(|)
ALL RACES DI SCHARGES(2)
FEMALE AND MALE
FEDERALLY RECOGNI ZED COUNTI ES

CALI FORNI' A, 1988
DI AGNCSI S NUVBER  PERCENT
ALL DI AGNCSES 596,973(4) 100.0(5
SI NGLE LIVEBORN 86, 301 14.5
DELI VERY IN A COWPLETELY NORVAL CASE 21, 456 3.6
TRAUMA TO PERI NEUM AND W.VA DURI NG DELI VERY 10, 948 1.8
OrHER ACUTE AND SUBACUTE FORMB OF | SCHEM C 10, 877 1.8
HEART DI SEASE
AFFECTI VE PSYCHOSES 10,751 1.8
HEART FAI LURE 9,918 1.7
PNEUMONI A, ORGANI SM UNSPECI FI ED 9,370 1.6
ACUTE MYOCARDI AL | NFARCTI ON 8, 040 1.3
ABNORVALI TY OF ORGANS AND SOFT Tl SSUES OF PELVI S 8, 030 1.3
ASTHVA 7,992 1.3
OTHER FETAL AND PLACENTAL PROBLEMS AFFECTI NG 7,934 1.3
MANAGEMENT OF MOTHER
OTHER AND UNSPECI FI ED AFTERCARE 7,496 1.3
SYMPTOMS | NVOLVI NG RESPI RATORY SYSTEM AND 7,357 1.2
OrHER CHEST SYMPTOVB
CHOLELI THI ASI S 7,253 1.2
CARDI AC DYSRHYTHM A 7,034 1.2
ALL OTHER DI AGNOSES 376, 216 63.1

(1) Principal diagnoses only.
(2) By occurrence.

(3) International Cdassificati
(4) Excludes 261 discharges mssing information on principal diagnosis.

(5) Percentages may not

Sour ce:

State of California,
Devel opnent .

on of Diseases, 9th Revision.

sum to 100.0% due to independent roundi ng.

Ofice of Statewi de Health Pl anning and



Tabl e 66

15 LEADI NG HOSPI TAL DI AGNOSES(|)
AVERI CAN | NDI AN ALASKA NATI VE DI SCHARGES( 2)
FEMALE AND MALE
NON- FEDERALLY RECOGNI ZED COUNTI ES
CALI FORNI' A, 1988

| CD-9(3)

CCDE DI AGNCSI S NUMBER PERCENT
ALL DI AGNCSES 592 100.0(4)

V3o S| NGLE LIVEBORN 74 12.5

650 DELI VERY I N A COWPLETELY NORMAL CASE 31 5.2

765 DI SORDERS RELATI NG TO SHORT GESTATI ON AND 24 4.1
UNSPECI FI ED LOW BI RTHVWEI GHT

493 ASTHVA 17 2.9

250 DI ABETES MELLITIS 16 2.7

486 PNEUMONI A, ORGANI SM UNSPECI FI ED - 15 2.5

682 OTHER CELLULITIS AND ABSCESS 15 2.5

664 TRAUMA TO PERI NEUM AND W.VA DURI NG DELI VERY 14 2.4

194 MALI GNANT NEOPLASM OF OTHER ENDOCRI NE GLANDS 10 1.7
AND RELATED STRUCTURES

574 CHCOLELI THI ASI S 10 1.7

466 ACUTE BRONCHI TI'S AND BRONCH QLITIS 9 1.5:

996 COVPLI CATI ONS PECULI AR TO CERTAI N SPEC FI ED 9 1.5
PROCEDURES .

276 DI SORDERS OF FLU D, ELECTROLYTE AND ACID- 8 1.4
BASE BALANCE

558 OTHER NONI NFECTI QUS GASTRCENTERI TIS AND COLITIS 8 1.4

577 DI SEASES OF PANCREAS 8 1.4
ALL OTHER DI AGNCSES 324 54.6

(1) Principal diagnoses only.

(2) By occurrence.

(3) International Cdassification of Diseases, 9th Revision.

(4) Percentages may not sum to 100.0% due to independent rounding.

Sour ce: State of California, Ofice of Statewi de Health Planning and
Devel opnent.



| CD- 9( 3)
CODE

V30
650
664
411

428
486
574
786

410
427
493
654
V58
722
780

Tabl e 67

15 LEADI NG HOSPI TAL DI AGNCSES(|)
ALL RACES DI SCHARGES(2)
FEMALE AND MALE
NON- FEDERALLY RECOGNI ZED COUNTI ES
CALI FORNI A, 1988

DI AGNCSI S
ALL DI AGNCSES

SI NGLE LIVEBORN

DELI VERY IN A COWPLETELY NORVAL CASE
TRAUVMA TO PERI NEUM AND W.VA DURI NG DELI VERY
OTHER ACUTE AND SUBACUTE FORMS OF | SCHEM C
HEART DI SEASE

HEART FAl LURE

PNEUMONI A, ORGANI SM UNSPECI FI ED

CHOLELI THI ASI S

SYMPTOVS | NVOLVI NG RESPI RATORY SYSTEM AND
OTHER CHEST SYMPTOVS

ACUTE MYOCARDI AL | NFARCTI ON

CARDI AC DYSRHYTHM A

ASTHVA

ABNORMALI TY OF ORGANS AND SOFT Tl SSUES OF PELVI S

OTHER AND UNSPECI FI ED AFTERCARE
| NTERVERTEBRAL DI SC DI SORDERS
GENERAL SYMPTOVB

ALL OTHER DI AGNOSES

(1) Principal diagnoses only.
(2) By occurrence.
(3) International Cassification of D seases, 9th Revision
(4,) Excludes 89 discharges mssing information on principal diagnosis.

(5) Percentages may not

Sour ce:

sum to 100. 0% due to independent

NUMBER  PERCENT

219,207(4) 100

29,637 1
8, 319

4,972

4,316

4,102
3, 896
3,371
3, 263

3,239
3,174
2,887
2,785
2,637
2,441
2,304

137, 864 62.

roundi ng.

State of California, Ofice of Statew de Health Planning and

Devel opnent.
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Tabl e 68

TOTAL HOSPI TAL CHARGES BY PAYER SOURCE
AMVERI CAN | NDI AN ALASKA NATI VE DI SCHARGES( | )
CALI FORNI A, 1988

PAYER TOTAL CHARGES( 2)
(in dollars)
ALL PAYERS 42,259,016
TOTAL, GOVERNMENT PAYERS 27,425,142
Medi car e 8,237,415
Medi - Cal 13,754,491
Wor ker's Conpensati on 389, 609
Title V 342, 266
Medi cal |y | ndigent Services 3,010,157
O her Gover nnent 1,691,204
TOTAL, PRI VATE PAYERS 11,761,720
| ndemmi ty 8,840,835
Prepai d (HMO/PHP) 2,920,885
SELF- PAY 2,690,690
TOTAL, OTHER PAYERS 381, 464
No Charge (free, research, etc.) 65, 556
Q her Non- gover nnent 315, 908

(1) By occurrence.
(2) Excludes discharges from Kai ser hospitals, for which financial
i nformation was 1 nconplete.

Sour ce: State of California, Ofice of Statew de Health Pl anning and
Devel oprent .



Tabl e 69 .
EXPECTED PRI NCI PAL SOURCE OF PAYMENT FOR HOSPI TALI ZATI ON
AVERI CAN | NDI AN ALASKA NATI VE AND ALL RACES DI SCHARGES( 1)
CALI FORNI A, 1988

AVERI CAN | NDI AN/

ALASKA NATI VE ALL RACES
PAYER NUVBER PERCENT NUMBER PERCENT
ALL PAYERS 6,671(2) 100.0(3) 3,595,491(4) 100.00
TOTAL, GOVERNVENT PAYERS 3,651 54.7 1,747,954 48. 6
Medi care 833 12.5 914, 767 25.4
Medi - Cal 2,092 31. 4 621, 396 17.3
Worker's Conpensati on 67 1.0 39, 378 1.1
Title V _ _ 8 0.1 6,158 0.2
Medi cal |y Indigent Services 410 6.1 87, 656 2.4
O her CGover nnent 241 3.6 78,599 2.2
TOTAL, PRI VATE PAYERS 2,237 33.5 1,567,203 43.6
| ndemi ty 1,204 18.0 914, 427 25. 4
Prepai d (HMO/PHP) 1,033 15.5 652, 776 18.2
SELF- PAY 723 10. 8 238,170 6.6
TOTAL, OTHER PAYERS 60 0.9 42,164 1.2
No Charge (free, research, etc.) 11 0.2 5,829 0.2
O her Non- gover nnent 49 0.7 36, 335 1.0

1) By occurrence.

2) Excludes 1 discharge missing information on payer source.

3) Percentages may not sumto 100. 0% due to independent roundi ng.
4) Excludes 1,178 di scharges m ssing information on payer source.

Source: State of California, Ofice of Statew de Health Planning and
Devel opnent.



Table 70

EXPECTED PRI NCl PAL SOURCE OF PAYMENT FOR HOSPI TALI ZATI ON BY SEX
AVERI CAN | NDI ANV ALASKA NATI VE DI SCHARGES(| ).
CALI FORNI A, 1988

FEVALE MALE

PAYER PERCENT PERCENT
ALL PAYERS 100.0(2) 100.0
TOTAL, GOVERNVENT PAYERS 54.9 54.7
Medi care 11.6 13.7
Medi - Cal _ 35.0 26.7
Wr ker's Conpensati on 0.6 1.5
Title V 0.2 0.1
Medi cal Iy I ndi gent Services 4,2 8.7

O her Gover nnent 3.3 4.0
TOTAL, PRI VATE PAYERS 33.6 33.5
| ndemi ty 17.8 18.5
Prepaid (HMO PHP) 15. 8 15.0
SELF- PAY 11.0 10. 6
TOTAL, OTHER PAYERS 0.7 1.2
No Charge (free, research, etc.) 0.1 0.2

O her Non- gover nnent 0.6 1.0

(1) By occurrence. _ _
(2) Percentages may not sumto 100.0% due to i ndependent rounding.

Source: State of California, Ofice of Statew de Health Pl anning and
Devel oprent .



Table 71
EXPECTED PRI NCl PAL SOURCE OF PAYMENT FOR PREGNANCY- RELATED(|1) HOSPI TALI ZATI ON
AVERI CAN | NDI AN/ ALASKA NATIVE AND ALL RACES DI SCHARGES(2)
CALI FORNI A, 1988

AVERI CAN | NDI AN/

ALASKA NATI VE ALL RACES

PAYER PERCENT PERCENT
ALL PAYERS 100.0(3) 100. 0
TOTAL, GOVERNMENT PAYERS 46. 2 33.3

Medi care 0.9 0.2

Medi - Cal _ 40. 6 29.5

Worker's Conpensation 0.0 0.0

Title V _ _ 0.0 O . O

Medi cal |y Indigent Services 1.6 1.5

O her Gover nnent 3.1 2.1
TOTAL, PRI VATE PAYERS 38.0 55.7

[ ndemi ty 17. 4 29. 4

Prepai d ( HM PHP) 20.6 26.3
SELF- PAY 15. 4 9.9
TOTAL, OTHER PAYERS 0.4 1.2

No Charge (free, research, etc.) 0.0 0.1

O her Non- gover nnent 0.4 1.1

(1) Principal diagnoses with codes 630-676 from | nternational
Classification of D seases, 9th Revision (IcD-9).

52; By occurrence.

3) Percentages may not sumto 100. 0% due to independent roundi ng.

Source: State of California, Ofice of Statew de Health Planning and
Devel opnent.



Table 72

EXPECTED PRI NCl PAL SOURCE OF PAYMENT FOR HOSPI TALI ZATI ON BY AGE
AVERI CAN | NDI AN ALASKA NATI VE DI SCHARGES( 1)
CALI FORNI A, 1988

<15 15- 24 25- 64 65+

PAYER YEARS YEARS YEARS YEARS
PERCENT PERCENT  PERCENT  PERCENT

ALL PAYERS 100.0(2) 100.0 100.0 100.0
TOTAL, GOVERNMENT PAYERS 48. 3 52.4 49. 4 90.
Medi care 0.0 0.9 5.5 78.
Medi - Cal _ 44.0 38.6 28.0 9.
Wrker's Conpensation 0.0 1.1 1.7 0.
Title V _ _ 0.5 0.0 0.0 0.
Medi cal Iy I ndigent Services 0.9 5.0 10. 5 1.
Q her Gover nnent 3.0 6.8 3.7 0.
TOTAL, PRI VATE PAYERS 40.1 30.8 38.1 6.
I ndemi ty 22.2 14. 8 21.2 2.
Prepai d (HMJ PHP) 17.9 16.0 17.0 4.
SELF- PAY 10.7 . 15.9 11.5 2.
TOTAL, OTHER PAYERS 0.8 0.9 1.0 0.
No Charge (free, research, etc.) 0.1 0.0 0.3 0.

O her Non- gover nnent 0.8 0.9 0.8 0.

1) By occurrence. _ _
2) Percentages may not sumto 100. 0% due to independent roundi ng.

Source: State of California, Ofice of Statew de Health Pl anning and
Devel opnent.
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Table 73

EXPECTED PRINCI PAL SOURCE OF PAYMENT FOR HOSPI TALI ZATION B
ALL RACES DI SCHARGES(!) N BY A
CALI FORNI A, 1988

<15 15-24 25- 64 65+

F' AYER YEARS YEARS YEARS YEARS
PERCENT PERCENT  PERCENT  PERCENT

ALL PAYERS 100.0(2) 100.0 .100.0 100. 0
TOTAL, GOVERNMENT PAYERS 35.3 42.3 30.9 91.
Medi care 0.0 0.8 6.7 87.
Medi - Cal 31.5 32.4 14.9 3.
VWrker's Conpensation 0.0 1.2 2.2 0.
Title V 0.7 0.2 0.0 0.
Medi cal Iy | ndigent Services 0.7 3.7 4.4 0.
QG her Gover nment 2.5 4.1 2.7 0.
TOTAL, PRI VATE PAYERS 54.0 44. 8 60. 2 7
| ndermi t 29. 2 25. 4 37. 3 3.
Prepaid {HN[YPHP) 24.8 19.4 22.8 4.
SELF- PAY 9.3 11.3 - 1.5 1.
TOTAL, OTHER PAYERS 1.4 1.7 1.5 0
No Charge (free, research, etc.) 0.1 0.2 0.2 0.

Q her n- gover nnent 1.3 1.4 1.3 0.

(1) By occurrence. : :
(2) Percentages may not sum to 100.0% due to independent rounding

Source: State of California, Ofice of Statew de Health Planning and
Devel opnent .
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Chart 45

HOSPITAL DISCHARGES <15 YEARS OF AGE BY PAYER SOURCE
AMERICAN INDIANS/ALASKA NATIVES AND ALL RACES
CALIFORNIA, 1988
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Chart 46

- HOSPITAL DISCHARGES 15-24 YEARS OF AGE BY PAYER SOURCE
AMERICAN INDIANS/ALASKA NATIVES AND ALL RACES
CALIFORNIA,1 988
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Chart 47

HOSPITAL DISCHARGES 25-64 YEARS OF AGE BY PAYER SOURCE -
AMERICAN INDIANS/ALASKA NATIVES AND ALL RACES
CALIFORNIA, 1988

1o
sol 60.1
50+ )
B MEDICARE
2 404 38.1 "B MEDI-CAL
Ll
Q
2 B PRIVATE
(ol 1 UNINSURED
0 OTHER
6.4
AMERICAN INDIAN/ ' ALL RACESH |

ALASKA NATIVE



Chart 48

- HOSPITAL DISCHARGES 654+ YEARS OF AGE BY PAYER SOURCE
AMERICAN INDIANS/ALASKA NATIVES AND ALL RACES
CaLIFoRNIA, 1988
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Table 74

REPORTED AMERI CAN | NDI AN ALASKA NATI VE CASES
OF SELECTED | NFECTI QUS DI SEASES
CALI FORNI' A, 1989

NUMBER
OF AMERI CAN | NDI AN PERCENT( 1)
DI SEASE ALASKA NATI VE CASES OF ALL RACES CASES
Gonorr hea 206(2) 0.3(2)
Syphilis 20 0.2
Tuber cul osi s 29 0.7
Hepatitis B 11 0.6

(1) According to the 1990 Census, Al/AN, including H spanics, make up

0.8% of the State's popul ation; excluding Hispanics, the Al/AN
popul ation is 0.6% of the total.

(2) Increased from 170 cases in 1988, which represented 0.2% of total
reported cases in that year.

Source: State of California, Department of Health Services: STD Control
Program Infectious D sease 'Branch, Statistical Services Unit.



Tabl e 75

AVER CAN | NDI ANS/ ALASKA ~ NATI VES
SERVED BY SELECTED STATE AND FEDERAL HEALTH AND VELFARE PROGRANG
BY TYPE OF COUNTY(I) -
CALI FORNI A,  1987-90"

TYPE OF COUNTY

FEDERALLY NON- FEDERALLY
ALL 56 RECOGNI ZED RECOGNI ZED
PROGRAM NUVBER PERCENT( $) NUMBER  PERCENT(3) NUMBER  PERCENT(4)
OF TOTAL OF TOTAL OF TOTAL
IN STATE IN COUNTY I[N COUNTY
GROUP GROUP
cases in Departnent 'of
Social Services Programs, April 1990
AFDC 5,924 0.6
Social  Services 1,449 0.6 n/a(5s)
GAIN 2,369 1.3
Househol ds  Partici pating
in Food Stanp Prograns, July 1990
Assi stance 4,557 1.0 1,251 1.5 944 1.6
Non- Assi st ance 1,676 0.6 346 1.3 302 1.5
Tot al 6, 435 0.9 1,599 1.4 1,246 1.7
Medi-Cal
Certified Eligibles, January 1990 16, 611 0.5
Eligibles, FY 1986-69 23, 650 0.6 n/a
Recipients, FY 1966-69 17,131 0.5
Ofice of Fanmily Pl anning
Gients Served, FY 1966-69 1,766 0.4 406 0.5 140 0.5
Mental Health Cients, FY 1967-66 1, 660 0.6 291 0.6 243 1.0
Child Health and Disability Program
Children Receiving Services 5, 455 0.6 n/ a
Health Assessnents, FY 1966-69 6,522 0.5 1,766 0.1 951 0.1
Departnent of Devel opnental  Services
Gients Served, 1990
1990 - All Ages 462 0.5
1990 - Over Age 50 33 0.6 n/a
1990 - Under Age 16 150 0.5
Departnment of Rehabllltatlon
Gients Served, FY 1989-90 990 0.7 n/a
Preventive Health Care for the Aging
Gients Served, FY 1989-90 66 0.5 n/a

(continued)



Table 75 (continued)

(1) See Appendix 2 for definitions of county groups.

(2) According to the 1990 Census, American Indians/Alaska Natives, including Hispanics, make up 0.8% of the State's
total population; excluding Hispanics, the AI/AN population is 0.6% of the total.

(3) According to the 1990 Census, American Indians/Alaska Natives, including Hispanics, make up 1.0% of the total
population of the Federally Recognized Counties; excluding Hispanics, the AI/AN population is 0.8% of the total.

{4) According to the 1990 Census, American Indians/Alaska Natives, including Hispanics, make up 1.4% of the total

population of the Non-Federally Recognized Counties; excluding Hispanics, the AI/AN population is 1.2% of the total

(5) County level data are not available.

Source: State of California, Department of Social Services, Statistical Services Bureau.

State of California, Department of Health Services: Medical Care Statistics Section; Office of Family Planning;
Health and Disability Prevention Branch, Management and Evaluation Unit; Preventive Health Care for the Aging.

State of California, Department of Mental Health, Statistics and Data Analysis.
State of California, Department of Developmental Services.
State of California, Department of Rehabilitation, Statistics Section.



Table 76

AVERI CAN | NDI AN/ ALASKA NATI VE MEDI - CAL RECI Pl ENTS

BY TYPE OF SERVI CES AND AMOUNT OF PAYMENTS

"TYPE OF SERVICES
"Total Nunber of Recipients

I npatient Hospital Services
Mental Hospital Services (Aged)
SNF(2) /ICF(3) Mental Heal th (Aged)
Inpatient Psychiatric Facility

| CF Services (Mentally Retarded)
| CF Services (Al Qher)

SNF Servi ces

Physi ci an Services

Dental Services

QG her Practitioner Services

Qut patient Hospital Services
dinic Services

Honme Heal th Services

Fam |y Planning Services

Lab and X-Ray Services
Prescribed Drugs

Early and Periodic Screening
Rural Health Cinic Services

Q her

(1) According to the 1990 Census,

make up 0.8% of the State's total

CALI FORNI A,

NUMBER

OF Al/AN
RECI PI ENTS
17,131

2,038

o O OO

4

130

10, 043
14
2,381
8, 287
4,520
73
1,033
7,235
11, 624
3, 753
938
1,761

Anmerican | ndians/ Al aska Natives,

popul ation is 0.6%of the total.

(2) Skilled Nursing Facility.
(3) Internediate Care Facility.

Source: State of California, Departnent of Social

popul ati on; .

FY 1988
PERCENT
OF TOTAL

ECIPIENTS (1)

0.5
0.4
0.0
0.0
0.0
0.1
0.1
0.1
0.4
0.3
0.4
0.5
1.3
0.3
0.7
0.5
0.5
0.7
2.3
0.3

Servi ces,

Statistical

AMOUNT OF
PAYMENTS

(in dollars)

16,157,420

7,778,602
0

0

0

150, 783

6, 492
1,444,425
2,379,104
1,917

236, 268
1,238,281
642, 309
18, 467
129, 025
495, 854
776, 780
275, 500
185, 264
398, 349

PERCENT
OF TOTAL
PAYMENTS

0.

i ncludi ng H spanics,
excluding Hispanics, the Al/AN

ONvOOOoOO0O00o000000o

w

OO OO NRFRPROOPRPRNODOODOODOOO

Servi ces Bur eau.



Table 77

CHARACTERI STICS OF CLIENTS FUNDED BY STATE OFFI CE OF FAM LY PLANNI NG
AMERI CAN | NDI ANS/ ALASKA NATI VES AND ALL RACES
CALI FORNI' A, FY 1988

NUVMBER OF

AVERI CAN | NDI ANS/ PERCENT OF
TYPE OF CLIENT ALASKA NATI VES ALL RACES(I)
Total OFP Funded dients 1,768 0.4
Pregnancy Test Only 341 0.5
Femal e Contraceptive dients 1, 380 0.4
Mal e Contraceptive dients 21 0.8

AMERI CAN | NDI AN/

ALASKA NATI VE ALL RACES

ACE OF CONTRACEPTIVE CLIENTS NUVMBER PERCENT NUMBER PERCENT
(Femal e and Mal e)

ALL AGES 1,401 100.0(2) 395,770 -100.0
<15 23 1.6 2,864 0.7
15-18 412 29. 4 73,222 18.5
19-24 541 38.6 161, 722 40. 9
25-29 256 18.3 88, 481 22.4
30- 34 111 7.9 45,398 11.5
35-39 40 2.9 16, 920 4.3
40+ 18 1.3 7,163 1.8

(continued)



Tabl e 77 (continued)

AVERI CAN | NDI AN/

ALASKA NATI VE ALL RACES
FEMALE CONTRACEPTI VE METHCD NUVBER PERCENT NUVBER PERCENT
ALL METHODS 1, 380 100.0 393, 145 100.0
Fertility Awareness 2 0. 1 411 0.1
Natural Method 3 0.2 1,163 0.3
Oral Contraceptives 985 71.4 290,942 74.0
| UD 21 1.5 10, 549 2.7
Di aphragm 46 3.3 10, 159 2.6
Foan' Jel | y/ Cream ! 0.5 2,906 0.7
Suppository
Condons 68 4.9 16, 245 4.1
Foam & Condom 83 6.0 18, 650 4.7
Sponge 15 1.1 3,277 0.8
Qt her 29 2.1 16, 444 4.2
None( 3) 121 8.8 22,399 5.7

(1) According to the 1990 Census, Anerican |ndians/Alaska Natives,
including H spanics, mke up 0.8% of the State's total population;
excluding H spanics, the AI/AN population is 0.6% of the total.

2) Percentages may not sum to 100.0% due to independent rounding.

3) Reasons for no contraceptive nethod include pregnancy or seeking
pregnancy; medical reasons such as high blood pressure, infection,
etc.; dissatisfaction with previous method chosen; or client is no
| onger sexual |y active.

Source: State of California, Department of Health.Services, Ofice of
Fam |y Pl anni ng.
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CHARACTERI STI CS OF AMERI CAN | NDI ANS/ ALASKA NATI VES
SERVED BY STATE DRUG AND ALCOHOL PROGRAMS
BY TYPE OF COUNTY(I)
CALI FORNI A, FY 1989

TYPE OF COUNTY

FEDERALLY NON- FEDERALLY
ALL 58 RECOGNI ZED RECOGNI ZED
NUVBER  PERCENT NUMBER  PERCENT NUVBER  PERCENT
TOTAL 1,011 100.0(2) 240 100.0 106 100.0
S E X
Femal e 562 55.6 125 52.1 60 56. 6
Mal e 449 44 4 115 47.9 46 43.4
AGE AT ADM SSI ON
<18 69 6.8 17 7.1 9 8.5
18- 65 941 93.1 223 92.9 97 91.5
65+ 1 0.1 0 0.0 0 0.0
ADM SSI ON  MODALI TY
Det oxi fi cation 410 40.6 83 34.6 45 42.5
Mai nt enance 141 13.9 35 14,6 ‘9 8.5
Drug Free. 446 44.1 113 47.1 51 48
Ot her 14 1.4 9 3.8 1 0
ADM SSI ON  ENVI RONVENT
CQut pati ent 876 86.6 199 82.9 101 95.3
Resi dent 119 11.8 28 11.7 5 4.7
Prison 13 1.3 10 4.2 0 0.0
Day Care 3 0.3 0 0.0 0 0.0
Ot her 0 0.0 3 1.3 0 0.0
PRI VATE HEALTH | NSURANCE AT ADM SSI ON
Private Coverage 39 3.9 9 3.8 0 0.0
No Private Insuranc 970 95.9 231 96. 3 106 100.0
Unknown 2 0.2 0 0.0 0 0.0
ADM SSI ON PRI MARY DRUG TYPE
Her oi n 629 62.2 146 60. 8 64 60. 4
Gt her Opi ates 4 0.4 1 0.4 0 0.0
Al cohol 41 4.1 4 1.7 6 5.7
Bar bi t ur at es 1 0.1 0 0.0 0 0.0
Anphet am nes 125 12. 4 57 23.8 12 11.3
Cocai ne 111 11.0 19 7.9 8 7.5
Mar i j uana/ Hashi sh 67 6.6 11 4.6 9 8.5
Hal | uci nogens 2 0.2 0 0.0 0 0.0
| nhal ant's 4 0.4 0 0.0 1 0.9
Over - t he- Count er 1 0.1 0 0.0 0 0.0
PCP 26 2.6 2 0.8 5 4.7

(conti nued)
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(1) See Appendix for definitions of county groups.
(2) Percentages may not sumto 100.0% due to independent rounding.

. Source: State of California, Departnent of Alcohol and Drug Prograns.
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MAJOR DI SABI LI TI ES
STATE DEPARTMENT OF REHABI LI TATI ON CLI ENTS
AVERI CAN | NDI ANS/ ALASKA NATI VES AND ALL RACES
CALI FORNI A, FY 1989

AVERI CAN | NDI AN/

ALASKA NATI VE ALL RACES
NUMBER  PERCENT NUVBER PERCENT
TOTAL 990 100.0(1) 133, 900 100. 0
Vi sual 36 3.6 6, 654 5.0
Hearing 34 3.4 6, 928 5.2
Physi cal 389 39.3 54, 267 40. 5
Psychoneur osi s 60 6.1 16, 379 12.2
Al oohol i sm 295 29.8 16, 296 12. 2
Drug Addiction 92 9.3 14, 833 1 1 . 1
Ot her  Ment al 22 2.2 4,601 3. 4.
Mental Retardation 47 4.8 11, 415 8.5
Acute Traumatic 14 1.4 2,245 1.7
Brain Injury
No Disability 1 0.1 282 0.2

(1) Percentages may not sum to 100.0% due to independent rounding.

Source: State of California, Department of Rehabilitation, Admnistrative
Services Division, Statistics Section
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Regi stration Codes
for Non-Federally Recognized Indians of California

Code 740 CALIFORNIA INDIANS with public domain/lndian allotnent trust
interest. This code is to be used for an Indian who hol d8 trust

interest8 in public domain, national forest, or Indian reservation
allotment8 in California.

Code 741 CALI FORNI A | NDI ANS on Rancheria/Reservation asset distribution
[ist. This code is to be used for any Indian in California who is
listed on the plans for distribution of the assets of California
Rancherias and Reservation8 under the Act of August 18, 1958 (72
Sstst. 619), and any descendant8 of such an Indian

Code 742 DESCENDANTS OF CALIFORNIA INDIANS with Indian ancestors residing
in California on June 1, 1852, but only if such descendant

a) is living in California;

b) is a menber of the Indian comunity served by a loca
program of the service; and .

¢) is regarded as an Indian by the comunity in which such
descendant i ves.

In order to properly capture the information required by Congress, the Task
Force members, the California Area office and |HS Headquarters came up with
the follow ng heirarchy:

1) Assi?P the patient a Tribe of Menbership code. .

2) If the patient can not be assigned a nenbership code, then deternine if
code 740 best fits the patient.

3 I f code 740 does not apply, then go to code 741

4; If code 741 does not apply, then go to code 742

5 ) If code 742 does not apply, then assign code 000

Source: Memo, from T.J. Harwood, Director, |HS/California Area Office to
Program Directors, Decenber 16, 1988 (Appendix 9).
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Survey of Anerican Indians and Al aska Natives (SAIAN) Origin
of Questions in Assessnent of Non-federally Recognized | ndians of Cali fornia

Subject of Questions Assessnent Form SAI AN _Sour ce
Heal th Statue Page 2 Adul't self-
Utilization of Health Care Adni ni st er ed
Questionnaire
Usual source ofnedical care Page 3,4 Access Supp
Alternate source of nedical care Page 5,6 Access Suppl
Financial resources for Page 7 Househol d
health care Survey
Factors influencing choice Page 8 -
of health care provider
Unmet heal th care needs Page 9 Access Suppl
Denographic information Page 10 -

Source : Agency for Health Care Policy and Research
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Di sposition of Forms
Assessment of Non-federally ngggni zed Indians of California

Nunber Per cent

Conpl eted Forns:

Conducted in person: 284

Conduct ed by phone: 123

Tot al 407 40%
Refused to participate: 38 4%
Di ed 24 2%
Could not be contacted 474 47%
Forns not returned 69 7%

Total 1013 T100%
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Compari son of Respondents to Non-respondents
Assessment of Non-federally Recognized Indians of California

1991
Respondent s Non- r espondent s
n = 407 n=582

Gender

Mal e 44% 54%

Femal e 56% 46%
Age (in years)

18- 24 14% 22%

25-54 63% 64%

55- 65 10% 7%

66 or greater 13% 7%
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Tribal Status anong Respondents
Assessment of Non-federally T%gggnized Indians of California

Responded Recl assified’
uYEsul
(n=348) n (%)
Assessnment Eligibility Criteria
Code 740 - Trust land/allotnents 67 36 (109
Code 741 - California Indian Judgenent 215 83 249
Code 742 - Descendant of a 320 65 199
California Indian
Enrolled in a Federally recognized tribe 164 164 (47%
Seeking enrol | ment
In a Federally recognized tribe 97
1 Responded "yes" when asked if they were eligible for the particular
category. These are not mutual |y exclusive categories and do not egual
100%
2 . The responses are reclassified according to IHS system outlined in Table

80. The total equals 100%
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Denogr aphi cs of
Non-federal |y Recognized Indians of California (NRICA) 1991,
American Indians and Al aska Natives in the
Survey of Anerican Indians and Al aska Natives (SAIAN) 1987,
and United States Al Races Population in the
Nat i onal Medical Expenditure Survey (NMES) 1987

NRI CA SAl AN NMES?

Age in years

18- 24 12% 17% 13%

25-54 65% 61% 58%

55- 64 10% 11% 13%

>65 13% 11% 16%
Sex

Mal es 41% 49% 48%

Fenal es 58% 51% 52%
Education ?

Less than 11 yrs 39% 43% 25%

12 years 50% 36% 37%

More than 12 yrs 11% 21% 38%
Househol d Size

1 person 12% 5% 15%

2 - 4 persons 59% 5 5 % 65%

5 persons or nore 23% 41% 20%
Nunber of children in the fanmily’

0 53% 73%  (not avail able)

1 or more 47% 27%
Househol d I ncomne

<$6,000 21% (not avail able)

$6-12,000 37%

$12-18,000 17%

More than $18, 000 17%

Decl i ned 8%

f1 American | ndians/ Al aska Natives living on or near reservation and eligible
or |HS

2 United States all races goPuI ation.

3 Restricted to over age 18 for the assessnent of non-federally recognized

I ndians of California and over 16 for the SAl AN and NMES.

4 Assessnent of non-federally recognized I ndians of California defined
children <16 years of age; SAIAN defined children <18 years of age.

Source: Agency for Health Care Policy and Research.
* Assessnment of non-federally recognized Indians of California utilized a

stratified sanmpling technique, while the SAIAN and NMEsS were designed to
produce statistically unbiased estinmates of their sanple popul ations.
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Health Status, Care Utilization, and Access Measures of
Non-federal |y Recogni zed | ndians of California (NRICA) 1991,
Anerican Indians and Alaska Natives in the
Survey‘ of American Indians and Al aska Natives (SAIAN) 1987,
and United States Al Races Population in the
Nati onal Medical Expenditure Survey (NMES) 1987

NRI CA SAI AN us
Perceived health status'
Excel | ent/ Good 66% 72% 80%
Fai r/ Poor 32% 28% 20%
Percent with one or more chronic diseases’
Yes 28% 42% 39%
No 72% 58% 61%
Reported a usual source of care
Yes 75% 91% 82%
No 25% 9% 18%
Travel time to usual source
Less than 16 nmnutes 47% 26% 47%
16 to 30 ninutes 36% 27% 27%
Over 30 minutes 17% 17% 7%
Ofice waiting time
Less than 16 nminutes 49% 26% 47%
16 to 30 minutes 36% 27% 29%
Over 30 minutes 15% 40% 15%
Health care visits in 1990
None 20% (not avail abl e)
1-3 32%
3-10 30%
>10 28%
Percent that received a Comunity Health Resource (CHR) visit in 1990
Yes 36% (not availabl e)
No 64%
Qut - of - pocket expenses for health care in 1990
$0 62% (not availabl e)
$1-99 11%
$100- 499 14%
>$500 12%
1 NRI CA and SAI AN popul ations adjusted to US age distribution and
restricted to a%e over 18 years. Source: Personal communication, K.
Beaur gard, AHCPR.
2 "The SAI AN and:NMES included "arthritis and rheunatism as a chronic
condition;, this was not included in the NRICA assessnent.
Source:  Agency for Health Care Policy and- Research.
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Heal th Care Coverage
of Non-fbderally Recogni zed Indians of California

1991

Currently Used in Presuned

Hel d 1990 Eligible
Private health insurance 24% 22% 26%
Medi - Cal (Medicaid Program 28% 30% 35%
Medi care 14% 12% 15%
County Medically Indigent Program 5% 5% a%
Veterans Health Benefits 3% 1% 3%
Ot her a% a% 6%
No health coverage* 33% 29%

* Calculated variable, based on having a "no" answer to all of the above

questi ons.
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Compari son of Health Care Coverage of
Non-federal Iy Recogni zed Indians of California (NRICA) 1991,
Anerican Indians and Alaska Natives in the
Survey of American Indians and Al aska Natives (SAIAN) 1987
and Other US Popul ation Subgroups in the
Nati onal Medical Expenditure Survey (NMEs) 1987

Popul ati on Private Insurance Public Coverage  Uninsured
(%) (%) (%)
NRI CA - Current 24 43 33
NRI CA - Possible Eligible 26 55 19
SAIAN' 28 17 55
United States 75 1 0 | 6
Wite 81 7 12
Bl ack 53 25 22'
Hi spani c 50 18 31

1 Anerican Indians and Al aska Natives living on or near reservation and
eligible for IHS. Non-IHS insurance sources are described here

Source: Agency for Health Care Policy and Research.
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Location of Current and Alternate Health Care Site
Assessnment of Non-federally Recognized Indians of California*, 1991

Type of Health Care Site Current Alternate
Tribal Health Program . 60% 38%
Doctor's office or group practice 24% 22%
hblghborhood/Cbnnunlzyl eal th Center 3% 5%
Hospital Qutpatient Cinic 2% 3%
Company Industrial Cinic 1% 0%
Emer gency Depart ment 4% 12%
Urgent Care Center 2% 3%
County Health dinic 3% 7%
O her 1% 2%
Don't know 7%
Tot al 100% 100%

* Restricted to those who reported a usual source of care (n = 260).
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Percent of Non-federally Recognized Indians-of California
Reporting an Unnet Health Care Need in 1990

Dental care 24%
Qher itens (eyeglasses, diabetes
care items, orthopedic supplies) 19%

Prescribed medicines 18%
Energency care 12%
Home services 8%
Mental health services 4%
Hospital stay 5%
Operation 4%
Al cohol or drug treatnent 3%
Pregnancy care 3%

One or nore unnet need 34%
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Factors Inportant in Choice of Health Care .
Assessment of Non-federally Recognized Indians of California
1991

Very Somewhat Not
[ mport ant [mportant | nportant

Staff treats me with respect and kindness 83% 10% 7%
Ginic provides dental care 69% 17% 14%
Easy to pay for . 64% 20% 16%
Adinic hel ps me obtain other services 63% 21% 16%
Staff understands American Indian ways 60% 22% 18%
Cinic easy to get to 59% 33% 8%
dinic has a pharnacy 46% 20% 34%
Cinic has lab and x-ray 46% 22% 32%
Waiting time is short 44% 42% 14%
Staff provides hospital care nearby 44% 28% 28%

Staff makes housecalls 25% 26% 49%
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~Tribal Advisory Committee.
California Area Indian Health Service
P.L. 100-713 California Indian Eligibility Study

To assist the Area Director, California Area Indian Health
Service, a Tribal Advisory Commttee was organized in April, 1989
with the follow ng menbers:

T.J. Harwood, Area Director, California Area Indian Health
Service, Sacranento, CA

Virgil Akins, Tribal QOperations O ficer, Bureau of Indian
Affairs, Sacranento, CA

Allan Beckw th, FACHE, MPS, Special Assistant to the Director

ifornia Area Indian Health Service, Sacramento, CA (Project

C.
Cal i
Oficer) **

James Crouch, MPS, Executive Director, California Rural Indian
Heal th Board, Sacramento, CA **

Grendol yn Doebbert, State of California Departnent of Health
Services, Sacramento, CA **

Carol Ervin, MPH, Program Director, Chapa-De Indian Health,
Auburn, CA &

Erin Forrest, Director, Mdoc Indian Health, Alturas, CA

\%tAe’ygn D. Helgerson, MD, MPH, Senior |HS Epidem ol ogist, Seattle,
Tommy Merino, Association of Non-Federally Recognized Tribes of

Calitornia, Taylorsville, CA

Dennis Magee, Director, Indian Health Council, Pauma Valley, CA
Pet er Masten, Director, Hupa Health Association, Inc., Hoopa, CA
Aaron Peters, Director, Karuk Tribal Health, Happy Canp, CA

Adel ai de Presley, Director, Riverside/San Bernardino Co. Indian
Heal th, Banni ng,

Don Ray, Chairman, Hopland Rancheria, Hopland, CA

C. Chris Watson, Rrph, MPH Statistician, California Areal/lndian
Heal th Service, Sacranento, CA #*

Sandra Wl lburn, MPH, Chief, Indian Health Prograns, State of
California Department of Health Services, Sacramento, CA **

*7 Menber of subcommittee that volunteered to preparé_Strateqy for
Describing the Health Status of Anerican Indians in Call :fornl a
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TYPES OF CALI FORNI A COUNTI ES
CLASSIFIED BY TRIBAL ADVI SORY COW TTEE .
TO STUDY THE | MPACT oF CALI FORNIA INDIAN ELIGBILITY (P.L. 100-713)

I NDI AN COUNTIES (IHS Service Area) NON- | NDI AN COUNTI ES
Al pi ne Al aneda
Amador Contra Costa
Butte Kern

Cal aver as Los Angeles
Col usa Marin

Del Norte Merced

El Dorado Mont er ey
Fresno Napa

G enn Orange

Humbol dt Sacrament o

I mperial (Phoenix area) San Benito

I nyo San Francisco
Ki ngs San Joaquin
Lake San Luis Onispo
Lassen San Mat eo
Madera Santa dara
Mari posa Santa cruz
Mendoci no Solano

Mbdoc St ani sl aus
Mono Vent ur a
Nevada

Pl acer

Plumas

Ri versi de

San Bernardino

San Diego

Santa Barbara

Shast a

Sierra

Si ski you

Sonoma

Sutter

Tehama

Trinity

Tul are

Tuol ome

Yol o

Yuba

(continued)
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I NDI AN counTIiEs THAT HAVE PRI MARI LY FEDERALLY RECOGNI ZED | NDI ANS

Hunmbol dt (G ven 8K New Yurok Enrollnment)
[ nyo

Laisen

Mbdoc

Ri versi de

San Bernardi no

San Di ego

INDIAN COUNTIES TEAT HAVE PRI MARI LY NON- FEDERALLY RECOGNI ZED | NDI ANS

Amador
Butte

Cal aver as
Col usa

El Dporado
Fresno

d enn

Ki ngs
Madera
Mari posa
Nevada

Pl acer
Plumas
Sierra
Sutter
Tehama
Trinity
Yolo
Yuba

(continued)
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INDISPUTABLY RURAL COUNTI ES

Al pi ne
Cal averas
Lassen
Mar i posa
Mbdoc
Mono
Plumas

Si ski you
Trinity

| NDI SPUTABLY URBAN COUNTIES

Al aneda
Contra Costa
Los Angel es
Marin

San Diego

San Franci sco
Santa dara

(continued)
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| NDI AN COUNTIES WTH HEALTH CAKE WTHIN 30 M NUTES FOR 80% orF AMERI CAN | NDI ANS

Butte
Hunbol dt
Inﬁo

Lake
Laseen
Mendoci no
Modoc

Ri versi de
San Diego
Shast a

Si eki you
Sonoma
Tul are
Tuol omme

I NDI AN COUNTIES WTH HEALTH CAKE WTHIN 30 M NUTES TO 50% OF AMERI CAN | NDI ANS

Fresno

Mono

Pl acer

Plumas

San Bernardi no
Santa Barbara

| NDI AN COUNTIES W TH HEALTH carRe NOT AVAI LABLE TO AVERI CAN INDIANS WTHI N 30
M NUTES

Amador

Cal aver as
Col usa
Del Norte
El Dorado
d enn

| nperi al
Kings
Madera
Mari posa
Nevada
Sierra
Sutter
Tehama
Trinity
Yol o

Yuba
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PETI TI ON STATUS OF
CALI FORNI A° AMERI CAN | NDI AN TRI BES
AS OF AUGUST 31, 1990

TRI BE STATUS
Ione Band of M wok I ndians Unr esol ved
Mono Lake I ndian Community Unr esol ved
Ant el ope Vall ey Indian Comrunity Unresol ved
Mai du Nation Unr esol ved
Kern Vall ey Indian Community Unresol ved
Deat h Val | ey Ti nbi-Sha Shoshone Band Acknow edged
United Lunbee Nation of North Carolina Decl i ned
and Anerica
Coastal Band of chumash | ndians Unr esol ved
Anerican Indian Council of -Mariposa County Unresol ved
Shasta Nation Unr esol ved
Juaneno Band of M ssion Indians Unresol ved
Tol owa Nation Unr esol ved
North Fork Band of Mbno Indians Unr esol ved
Dunlap Band of Mono | ndians Unr esol ved
Hayfork Band of Nor-El-Mik Wntu |ndi ans Unr esoi ved
San Luis Rey Band of M ssion Indians Unresol ved
Wntu Indians of Central Valley, California Unr esol ved
Wntoon |ndians Unr esol ved
Chukchansi  Yokotch Tribe Unr esol ved
Yokayo Tribe of Indians Unresol ved
Wikchumi  Counci | Unr esol ved
Choi numi  Counci | Unr esol ved
Coast anoan Band of carmel M ssion Indians Unr esol ved
Chl one/ Coast anoan Muwekma Tri be Unr esol ved
I ndi an Canyon Band of coastanocan/Mutsun Unr esol ved
Salinan Nation (Northern chumash) Unresol ved

amah Band of |ndians (Coastanoan/ Chl one/ Di gger) Unresol ved
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NATI ONAL CENTER FOR HEALTH STATI STI CS
ALGORI THM FOR RACI AL/ ETHNI C CODI NG OF BI RTHS

The State of California, Department of Health Services,
Health Data and Statistics Branch, uslnP the National Center for
Health Statistics' algorithmfor racial/ethnic coding of births,
devised a matrix for generating infants' race/ethnicity (see
Attachment B on next page) in which the nunbers correspond to the
foll ow ng categories:

10 \Wite
11 Wite
20 Bl ack
21 Bl ack

30  Anerican Indian
31 American Indian
40  Unspecified Asian
41  Specified Asian

42 I nese
43 Japanese
44 Korean

45  Vietnanmese

46 Cambodi an
47 Thal o
51 Other Specified
52 Asian Indian

53  Filipino

54 Hawal l an
55  Cuamani an

56 Sanmoan
57 Eski no
58 Aleut

59 Pacific Islanders not included in 54-56
98 Unst at ed
99 Unknown

Note: In analyses conducted for this report by State of
California, Departnent of Health Services, Health Data and
Statistics Branch, the Asian/Pacific |slander category included
40-47, 52-56, and 59; the Qther category included 51, 98, and 99.
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CALIFORNIA

VITAL STATISTICS MONTHLYBIRTH SYSTEM
DATA YEAR 19€9

MATRIX FOR GEERATINGRACE/ETHNICITY OF CHILD

ATTACHMENT B2

FIELD: RACE/ETENICITY OF CHILD(5S-80)
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| NTERNATI ONAL CLASSI FI CATI ON OF DI SEASES, 9TH REVISION (ICD-9)
CATEGORI ES USED TO DEFI NE UNDERLYI NG CAUSES OF DEATH

|CD-9 CODES CATEGORY
010-018 Tuber cul osi s
036 Meni ngococcal infection
« 070 Viral hepatitis

090- 097 Syphilis
140- 208 Mal i gnant neopl asns
210- 239 Beni gn neopl asns
250 Di abetes nellitus
280- 285 Aneni as
320- 322 Meningitis
390- 398 Di seases of the heart
401, 403 Hypert ensi on
430- 438 Cer ebrovascul ar di sease
440 At heroscl erosi s
466 Acute bronchitis and bronchiolitis
480- 487 Pneunoni a and influenza
490- 496 Chroni ¢ obstructive pul monary diseases
531-533 U cer of stomach and duodenum
550- 553, 560 Her ni a
571 Chronic liver disease and cirrhosis
574- 575 Chol elithiosis
580- 589 Nephritis, nephrotic syndrone, and nephrosis
590 Infections of kidney
600 Hyper pl asia of prostate
630- 676 Conplications of pregnancy, childbirth, and the puerperium
740- 759 Congeni tal anonolies
760- 779 Conditions originating in the perinatal period
800- 949 Acci dents

EB10-EB25 Mot or vehicle

EBO00-E807, EB826-EB838, Gt her

EB40-EB48, EB50-E858,
EB60~E876, EB78-EBB8,

EBS0-ES49
950- 959 Sui ci de
960- 978 Hom ci de and |egal intervention
042- 044 Al DS
~ Sour ce: Indian Health Service, Ofice of Planning, Evaluation, and Legislation.

Nati onal Center for Health Statistics.
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Pubiic Heaith Service

C DEPARTMENT OF HEALTH & HUMAN SERVICES Heaiin Resources &

Services Administiation

i J

Indian Heahh Service
, California Area Oft
\ To: Program Director zgglgo'p::aone:nnu?

~
. . L Sacramento. CA 95821
Subject: Updated code Lists, Modification Forms, APC Beaber Records
(BSM-405) and 18S Chart Series Book

*undC Dare Seprember 29, 1988

Enclosed please find the latest Tribal Code update, one Chart Series
Book, Registration Modification forms, and APC header records. Look over
the enclosures and take the following actions.

1) Remove the California specific Tribal Code List sent to you with the
code books. Replace them with the enclosed update. Note that we now have
official codes for the following circumstances:
A) Non-Indian, Member of-Indian Bousehold: Code 970. Use this code
as defined by the state of California Indian Bealth Branch in the 4
Agency Report Instructions (attached). It will be used in the IBS data
base as it ha8 been used in the 4 Agency Report. This step will help us
to eliminate the 4 Agency Report in the future.
B) Indian, Non-Tribal Member: Code 997. This is a reinstatement of
an old code. This code should only be used in the following circumstances:
-The patient is Indian.
-The patient is not a member of any Federally recognized or
Non-Federally recognized tribe.
-The patient cannot secure membership into any Tribe at this
time.
‘ If the patient can secure membership into a Tribe, he or she should do
80. Please let this office know if you have any other instances where 8
patient cannot be registered or modification cannot be submitted due to a
missing or inadequate code. The new codes should not exclude anyone who
is currently getting care.

Please place the 1986 Federal Rregister article into the Tribe code
section Of your code book for future reference. If you have any question8
about the wording of a code, consult the 1986 rederal Register. The
Indian Health Service must use this BIA promulgated standard in
developing Tribal coder. If any Tribal descriptor is inaccurate in the
Federal Register, you will need to petition the BIA for resolution. The
BIA will then notify Headquarter8 of the change.

Please add the Tribal code change8 from headquarter8 to your code books.
We will forward update8 to the headquarter8 list as we receive them.

2) Please forward the Modification forms and APC Header records (BSM405)
on to the appropriate staff. Call Luana Bill atthis office one month
before you run out. We are attempting to secure adequate supplies of
these forms. )

3) We just received the 1988 chart Series Book. This is for your
information and use.

/ If you have any questions or problems, give us a call at 916-978-4531,

Chris watson R.Ph.,M.P.H,
Statistical/Pharmacy Officer
California Area Office

2999 Pul ton Ave.
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DEPARTMENTOF HEALTH & HUMAN SERVICES mg:imz;ﬁg-

2
]
l‘\- Services Admurstiration

indian Heakth Service

s Calilornia Area Office
' . 2999 Futton Avenue

Sacramento. CA 95821

December 16, 1988

Dear Program D rector:

The Indian Health Service has madeit manditory that Pribal Coder be aligned
with | ndi an Tribal Bntities as publirbed im the Pederal Register. This has
caused concernin California, because the new Tribal Codes dOnot cover
certain Indian8 wbo are not members of a Tribe,but are eligible for bealth
services under prerent 188 policy.

At the Program Administrators' meeting held in Sacramento, October $-6, 1988,
tbere was considerable discussion about the problem withthe new Tri bal
Codes. A Task Porce wvas organized at the meeting to assist the California
Area Officei n devel opi ng a code system whi ch could be used for tbe
California Indians wbo did not fit underthe present Pederal Recogaition
listing.

The Task Porce recognized and discussed the problems with the new code8 a8
implemented. The main focus of the discussionwas concerning the lack of a
code 1o identify California Indians eligible for care that do not meet the
Tribe of membership criteria. The Task Force discussed bow the existing 997
INDIAN, NON-TRIBAL MEMBER code should be used.This Code was established to
identify those Indians who reside in California, but are not member8 of a
Tribe. This was A problem because it did not separate out descendents oOf
California Indians,

The Task Porce proposed thatthe Californi a Areause theDescendants of
California _Indians code as per the November 1, 1988 letter to thefacility
directors. This Code was to be used Only for those peoplewho could not be
® 3rigned a new Tribal code and met the following criteria:

1) Pora descendant of in Indian who was residing in California on
Junel,1852, 48 living in California, is a member of am Indian
community served by alocal program of the I|ndi an Bealth Service,
and is regarded a8 an Indian by the community in which he/she | i ver.

2) Por an Indian who hol d8 trustinterests in public domain, national
forest, or Indian allotment8 in California.

3) Pot an Indian who islisted on the plans for distribution of the
assets of California Rancherias and Reservations under’'the Act Of
August 18, 1958 (72 stat. 619), and descendants of such Indian.
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We then asked each facility director for his/her advice as to whether the
code met the Tribe s needs. We gathered those responses and reviewed them
with Task Porce members. During this time, the 1988 Indian Health Care
Amendments were signed into law. The law mandates that the California Area
provide health care to persona falling into categories 1, 2, and ‘3 above
*until such time as any subsequent lav may otherwise provide...®*. The law
also mandates tbat tbe California Area identify tbe patients falling into
tbtst categories and provide Congress vitb:

1) The geographic location of these patients; .

2) Tbhe Tribes that patients falling into groups 2 and 3 are from;

3) An assessment Of the current btalth status, and bealtb care needs of
patients in group6 1,2, and 3;

4) An asstrantnt of the actual availability and ® cctssibility of
alternative resources for the bealth care of tbtse patients.

The Task pPorce then concluded t hat tbrtt code6 should be implemented instead
of one to meet the Congressional mandate. The Task Porce devised the
following wording and advisories for the codes. These ‘codes have been
approved by headquarters and are ready for use.

the following codes art to be used only when no Tribe of Membership code can.
be applied to_the patient:

copE 740: CALIPORNIA INDIANS with public domain/Indian allotment trust
Interest.

This code is to bt used for an Indian who holds trust interests in public
domai n, national forest, or Indian reservation allotments in California.

CODE 741: caLIroRNIA INDIANS on Rancheria/Reservation asset distribution
I St.

This code is to be used for any Indian in California who is listed on the
plans for distribution of the assets of California Rancbtrias and
Reservations under tbe Act of August 18,1958 (72 Stat. 619), and any
descendants of such am Indian.

CODE 742: DESCENDANTS OF CALIPORNIA INDIANS with Indian ancestors
residing in California on June 1, 1852,

This code is to be used for any descendant of an Indian who vas
residing in California on June 1, 1852, but only if such descendant:

A) 16 living in California;

B) Is a member of tbe Indian community served by a local program
of the service; and

C€) Isregarded as an Indian by the community in which such
descendant lives.
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In order to properly capture tbe information required by Congress, the Task
Porce members, the Area office, and 1.B.S. Beadquarters came up with tbe

following hierarchy:

1) Assign tbe patient a Tribe of Membership code.

2) If the patient can not be assigned a membership code, then determine
if code 740 best fit8 tbe patient.

3) If code 740 does Dot apply, then go to code 741.

4) If code 741 doe8 not apply, them go to code 742.

S) If code 742 does mot apply, tben assign code 000.

The BIA was consulted to determine if the asset distribution list or tbe
Indian allotment trust interest 1list could be duplicated for clinic
distribution. The Area Office staff 8180 inquired about a BIA computer to
1.8.5. computer data transfer. Tbe BIA is just starting t 0 computerize those
lists . There is no way at this time for the BIA to read the 1lists to I.H.S.
data processing computer to computer. Also, the BIA cannot release the
entire lists of patients falling into code8 740 and 741 because they have
patient confidential information on the lists. The BIA will respond to
individuals or tribes inquiring about tribal members. Any patient wbo doe8
not know Or doer not have documentation for being placed im coder 740 or 741

can write their local BIA Office for documentation. The Sacramento BIA .~

‘Office raid that this documentation i8 free of charge and that they will be
happy to do the research. Any patient that 48 in the process of obtaining
such documentation can still be placed in code 742. when the patient return8
with the BIA research document, a modification can be submitted. An
alternative would be to place the patient in the 740 or 741 category
provisionally. The records person at your facility then could keep a tickler
file 80 tbat be/she can enquire about the results-at the next visit. Be/she
can then make a modification form out if needed to reclassify the patient.

CODB 970 NON-INDIAN, MEMBER OP INDIAN BOUSEHOLD will be used a8 originally
proposed.

CODE 997 INDIAN, NON TRIsAL MEMBER bar been replaced by coder 740, 741, and
742. This code 8bould not beusedin California.

This has ken an enlightening experience. | sincerely hope tbat we can work:
as cffectively and closely in the next few year8 as we have for these codes.

Sincerely yours,

Director, IDS/California Area Office
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Health Care Choices of American Indians In Caifornia

The California Tribal Health Programs are interested in how you make choices for your health
care. They are especialy interested in how you use the tribal health care programs and other
options available to you. The information you provide in this survey will help the California
Tribal Programs and Indian Health Service make sure the health care you need is available to
you.

Y our name has been chosen randomly from alist of patients who have registered in the past at
the tribal health clinic. Y our name will not appear on the completed survey form, and your
answers will be kept completely anonymous. This means that there will be no way to link
your name with the answers you have given.

Y ou may refuse to answer any portion or all of this survey if you wish. Your refusal or an-
swers will in no way interfere with the health care you receive from the local Indian Tribal
Program or any other benefit.

If you have questions about this survey you may contact one of the following individuals who
helped design this survey:

Jim Crouch 916-929-9761
Carole Ervin 916-885-3757
Sandra Willburn 916-739-4114



Health Care Choices of American Indian/Alaska Natives

H1. In genera, how would you rate your own heath? (Circle number)
1 Excellent
2 Good
3 Fair
4 Poor

H2. During 1990, did you have or were you treated for diabetes, high blood pressure, heart .
disease, asthma or chronic breathing problems? (Circle number)

1 Yes
2 No

H3. Were you pregnant at any time during 19902 (Circle number)

1 Yes
2 No

H4. How many times did you see a doctor or other health care provider during 1990?
(Write in number)

times
H5. Did you receive a CHR (Community Health Representative) visit in 1990?

1 Yes
2 No



‘USUAL SOURCE OF HEALTH CARE

U0. Isthere aparticular clinic, health center, doctor’s office, or other place that you usually
go to if you are sick or need advice about your health? (Circle number)

1Yes

'

If you answered “YES’ complete
U1 through US.

Ul. What kind of place do you usually
gotoif you are sick or need advice
about your health? (Circle number>

1 Triba Health Program
Doctor’s office or group practice
Neighborhood/community
health center

Hospital outpatient clinic
Company industrial clinic
Hospital emergency room
Urgent care center

County health clinic

Other (specify)

W N

O 0O 3 O Ut

u2. How do you usualy get there?

Walking

Driving

Being driven by friend or family
Tribal Health Program
transportation

Taxi

Other public transportation
Doctor usually comes to home
Other (specify)

W N

W\ W»

9 Don't know

u3. About how many milesisit to this
place?

miles

NL

N2.

N3:

2 No +

If you answered “NO” complete
NI through NS8.

If you were sick and needed medi-
cal care, but not in an emergency,
what kind of place would you be
most likely to go to? (Circle number)

1 Tribal Health Program

2 Doctor’s office or group practice
Neighborhood/community
health center

Hospital outpatient clinic
Company industrial clinic
Hospital emergency room
Urgent care center

County health clinic

Other (specify)

w

O 0NN U

How would you most likely get
there?

Walking

Driving

Being driven by friend or family
Tribal Health Program
transportation

Taxi

Other public transportation
Doctor usually comes to home
Other (specify)

W N

¢ <IN B 9N, |

9 Don't know

About how many milesisit to this
place?



(Continue this column if you answered
YES you have a USUAL source of
health care.)

U4.

us.

U6.

ur.

Us.

About how long does it usually
take for you to get there?

HoursMinutes
Don’'t know

How easy or difficult is it to arrange
transportation for medical care?
(Circle number)

1 Very easy

2 Easy

3 Neither easy or difficult
4 Difficult

5 Very difficult

9 Don’t know/no opinion

Once you arrive, about how long do
you usually have to wait before
seeing a medical person?

Hours Minutes

___Don’t know

Do you think the usual waiting time,
after you arrive is. (Circle number)

1 About right

2 Too long

3 Much too long

4 Don’t know/no opinion

How easy or difficult is it to arrange
for payment of this care? (Circle
number)

1 Very easy

Easy

3 Neither easy or difficult
4 Difficult

5 Very difficult

9 Don’t know/no opinion

(Continue this column if you answered
NO you have NO USUAL source of
health care.)

N4.

NS.

NG.

N7.

N8.

About how long would it usualy
take for you to get there?
Hours Minutes
Don’t know

How easy or difficult would it be to
arrange transportation for medical
care? (Circle number)

1 Very easy

2 Easy

3 Neither easy or difficult
4 Difficult

5 Very difficult

9 Don’t know/no. opinion

Once you arrived, about how long do

you think you would have to wait

before seeing a medical person? -

Hours Minutes .
Don’t know

Do you think the usual waiting time
after you arrive would be:
(Circle number)

1 About right

2 Toolong

3 Much too long

4 Don’t know/no opinion

How easy or difficult would it be to
arrange payment for this care? (Circle
number)

1 Very easy

2 Easy

3 Neither easy or difficult
4 Difficult

5 Very difficult

9 Don’t know/no opinion



. ALTERNATE SOURCE OF CARE

Suppose your usual source or first choice of care was no longer able to care for you. If you
were sick and needed medical care, but not in an emergency, what kind of place would you be

most likely to go?

Al.

AZ.

A3.

A4,

A5,

What kind of place would you go to for care?

1 Tribal Health Program

2 Doctor’s office or group practice

3 Neighborhood/community health center
4 Hospital outpatient clinic

5 Company industrial clinic

6 Hospital emergency room

7 Urgent care center

8 County health clinic

9 Other (specify)
10 Don't know

How would you most likely get there?

Walking

Driving

Being driven by friend or family
Tribal hedth program transportation
Taxi

Other public transportation

Dr. usualy comes to home

Other (specify)

Don't know

OO WN -

About how many milesisit to this place?
miles Don't know
About how long would it usualy take you to get there?

H o u 1 _sMinutes Don’'t know

How easy or difficult would it be to arrange transportation for medical care?

1 Very easy

2 Easy

3 Neither easy or difficult
4 Difficult

5 Very difficult

9 Don’'t know/no opinion



A6. Once you arrived, about how long do you think you would usually have to wait to see a
medical person?

____Hours ____ Minutes
__ Don’t know

A6. Do you think the usual waiting time would be: (Circle number)

1 About right

2 Toolong

3 Much too long

4 Don’t know/no opinion

A7. How easy or difficult would it be to arrange payment for this care?
(Circle number)

1 Very easy

2 Easy

3 Neither easy or difficult
4 Difficult

5 Very difficult

9 Don’t know/no opinion



F1.

F2.

F3.

F4.

FINANCIAL COVERAGE OPTIONS

Do you have any of the following payment sources for health care?

Circle answer.
Medi-Cd Yes NO
Medicare Yes No
County Medical Indigent Program Yes No
Veterans Health Benefits Yes No
Private health insurance Yes No
Other (specify) Yes No

During 1990 did you use any of the following to pay for medical care?

Circle answer
Medi-Cal Yes No.
Medicare Yes No
County Medical Indigent Program Yes No
Veterans Health Benefits Yes No
Private health insurance Yes No
Other (specify) Yes No

If you applied would you be €ligible for any of the following health payment sources?

Circle answer
Medi-Cal Yes No
Medicare Yes No
County Medical Indigent Program Yes N o]
Veterans Health Benefits Yes No
Private health insurance Yes No
Other (specify> Yes. No

In 1990, approximately how much of your own money did you pay for your own health
care including medications, lab, x-ray, and hospitalizations?

$



HEALTH CARE CHOICES

How important are the following when choosing a place to go for your medical care?

(Circle answer)

€. Cliniciseasy to get to

c2. Waiting time is short

c3. Easyto pay for

C4. Clinic has a pharmacy

c5. Clinic haslab and x-ray
C6. Clinic provides dental care
c7. Staff makes house calls

C8. Staff provides hospital
care nearby

C9. Staff understands American
Indian ways

C10. Staff treats me with respect
and kindness

C11. Clinic helps me obtain
other services

How Important?

Very
Very
Very
Very
Very
Very

Very

Very

Very

Very

Very

Somewhat

Somewhat

Somewhat

Somewhat

Somewhat

Somewhat

Somewhat

Somewhat

Somewhat

Somewhat

Somewhat

Not at all

Not at all

Not at all

Not at al

Not at all

Not at all

Not at all

Not at all

Not at all

Not at all

Not at all

The two most important features from this list are: (write in the number)

No

No

No

No

No

No

No

No

No

No

No

opinion
opinion
opinion
opinion
opinion
opinion

opinion

opinion

opinion

opinion

opinion

-



BARRIERS TO CARE

This page contains a list of different health care services. For each one, please indicate if it isa
service that you needed during 1990 but did not receive for some reason.

During 1990, did you_need but not get. ..

Circle answer

B1. Emergency medica care? Yes No

B2. Ahospital stay? Yes No

B3. An operation? Yes No

B4. Services at home, such as a visiting nurse, doctor, Yes No

or therapist?

B5.  Mental health services or psychiatric counseling? Yes No

B6. Alcohol or drug treatment and counseling? Yes N o
. B7. Dental care? Yes No

B8. Pregnancy care? Yes N 0

B9. Prescribed medicines? - Yes No

B10. Other medical items, such as eyeglasses, diabetic Yes No

supplies or orthopedic items?

Bll. Why did you not receive the service? (Please specify service and reason the care was not
received.)



DEMOGRAPHICS

‘D1. What year were you born?
19 __ or 18 __
D2. What is your sex? (Circle number)
1 Male
2 Female
D3. What is the highest grade or years of regular school that you attended?
D4. How many children under the age of 16 are in your household?
D5. How many people are in your household?
D6. What is your approximate household income for 1990? (Circle number)
1 Less than $6,000
2 Between $6,000 and $12,000
3 Between $12,000 and $18,000
4 Between $18,000 and $24,000
5 Between $24,000 and $30,000
6 Greater than $30,000
Circle answer
D7. Do you live on or hold an interest in trust land or Yes N o
Indian allotments?
D8. Did you receive money from the distribution of Yes No
California Indian Judgment monies in 1974?
D9. Are you a descendent of a California Indian who Yes No
was alive in 18527
D10. Are you currently enrolled in a Federally recognized Yes No
Tribe?
DIl. Are you currently seeking enrollment in a Federaly Yes No

recognized Tribe?

Thank you for completing this survey? Please mail in the addressed envelope.
10
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from Leah Exendine, Chairman, California Tribal Heal th Counci |
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VA wamr waer —— — eI TRITCRU7TURD

Laab Bxending
Susanville Rancheria

Barbara Murphy
Redding Rancheria

Virgil Moorebead

. CALIFORNIA TRIBAL HEALTH COUNC

~ Post Office Drawer K ‘
Susanville, California 96130
(916) 257-2542
ArR £ |9g)

Thomas J Harwood

D rector=

California Area/1tis

1825 Bell Street, Suite 200
Sacrament o, CA 95825

Big Lagoon Rarcheria Dear Mr. Rarwood:

Dennis Hendricks
Tuolumne Rancheria

_Rishaed_ St.evar d
" -Sulphur Bank Rancherid®

Joe Saulque
Benton Reservation

_Rose Hatfield
La Jolla Reservation

Anthonv Lagea

Santa Rosa Reservation

Frances Shaw

@vus

IL

In order to fulfill a Congressional xandate regar ding

a health services access and availability of
alternate resources profile of Federally
on-recognized | ndians of California, the cTrC
-endorse6-the plan in which IHs, the California -
Departnent of Health Service/lndian Health Program
and the tribal health programs woul d cooperate 1n a
joint effort.

P.L., 100-713 (Section 709) reqiresIBS "W th the
assistance oftribal health programs providing -
services to I ndians_who are not nenbers of any tribe
recognized Dy the Federal Government® to describe
several ‘things about this group oflndians. The
group of Anerican Indians (AI) is described in

Mansanita Reservation Section 709, P. L. 100=713. Fqr the purpose of this

project this group is called the non Federally
recognized | ndianb of California. Things to be

described i nclude the health statusof these AS and .

their access to health care. W underhand that®the
heal th status questionis being addressed by
researchers at UC- San Franci sco and UC-Berkel ey (on
contract with IHS). W want toassure that the.
report contai n6 accurate and upto Bate I nformation
about accessibility ana ® mlability of nealthcare
resources ot he non” Federally recognized |ndian6 of
California. W feel that this information 6hould be
I ncorporated inthe final report. it 48 necessary

t hat the California Tri bal Health Council (CTHC) end
the tribal*healthtprograms nave the @appropriate
technical assistance of the Indian Health Service in
this activity. !



Mr, James Crouch, Executive Director, California
Rural Indian Health Board (CRIHB) has| ndi cat ed t hat
t hey will be coordi natl ng the survey process for
cerfain tribal hea th prozrams that have accepted the
CRIHB roposal The remaining California Tribal
healt rograns will have their surveys coordi nated
Py artnent of Heal th. Services/ I ndi an Health
ogramv t.h techni cal assistance fromthe California
Area/IHS.

we understand that the information/data derived from
t he heal th access survey will become part of the
Ccongrer si onal | y required report St emm ng from the
Cal itornia Eliqibility study (-section 709)_ofthe
Indian Health are Improvement Amendments. |he
information will only be used in the assessnent of
the aatual availability and accessibility of
alternate resources for the health care of such

| ndians that such Indians would have to rely on if
th-ims did not provide for the health care of such
Indians .

The Calif.omia Tri bal Realth Programs W || . be

gath erln_cll this information and will incur overhead
costs he CTHC vouldli ke to see that a nom nal sum
be allocated to the clinics tQ support the cost
incurred in conducting survey business.

Sincerely yours,

ah Exendire
Chairman



